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This Preliminary State Health Plan represents a coordination of the health 
systems plans developed by the three health systems agencies in the state 
as well as plans and policies developed by other statewide health and 
health related agencies. This document is admittedly not exhaustive in its 
consideration of issues affecting the health of the citizens of the state; 
however, we do hope that it will form the basis for future, more extensive 
plans. The purpose of the State Health Plan is to develop statewide health 
policy which will form and reshape the health system throughout the State 
of Iowa. 

Part of the development process for the State Health Plan is that this 
Preliminary State Health Plan will be distributed throughout the state and 
that public hearings be held in order to receive comments on the plan from 
any interested and concerned citizen. The following public hearings have 
been scheduled: 

Tuesday, May 9, 1978 Wednesday, May 17, 1978 
Iowa City Public Library 
307 East College 

St. Anthony's Regional Hospftal 
South Clark Street 

Iowa City, Iowa Carroll, Iowa 

Thursday, May 11, 1978 
Corrmunity Center 

Thursday, May 18, 1978 
Community Hall 

530 W. Bluff 
Cherokee, Iowa 

Monday, May 15, 1978 
Iowa Public Service 
707 Gilbert Street 
Charles City, Iowa 

205 Main Street 
Council Bluffs, Iowa 

Wednesday, May 24, 1978 
St. Paul 1 s Episcopal Church 
815 High 
Des Moines, Iowa 

Tuesday, May 30, 1978 
Davenport Public Library 
321 Main Street 
Davenport, Iowa 

Following the hearings, corrrnents received will be considered and appropriate 
revisions will be made in the plan. I urge your involvement in the public hearing 
process. If I or a member of my staff can be of any assistance to you, please 
contact our office at: 
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Office for Health Planning and 
Iowa State Health Department 
Lucas State Office Building 
Des Moines, Iowa 50319 
(515) 281-4340 
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I N T R O D U C T I O N 

- The World Health Organization of the United Nations defines health as the 

state of "complete physical, mental and social well-being and not merely the 

absence of disease or illness." This definition really describes complete health, 

for health or well-being is a state of . which can be more or less present. 

The complete opposite and absence of health is death. The diagram below illus

trates this. 

Tota 1 well
/being or health +--------- I--------• More Well More sick 

Than Sick Than Well 

~ath / 

In this plan, primarily the physical and mental aspects of health are 

analyzed. However, the social aspect of health is inextricably bound to the 

other two and reference will be made to that aspect throughout the plan. 

The Preliminary State Health Plan has been prepared by the Office for 

Health Planning and Development of the Iowa State Department of Health and is 

predicated on the assumption that planning is a cooperative process in which the 

primary responsibility for intelligent decisions rests with local communities 

including planners, providers and consumers of services. The plan is not intended 

to preempt the planning decisions of others but to assist co11111unities in those 

decisions, as well as providing the sort of principles and judgments essential 

to the perfonnance of the legal obligations of the State government. 

The health planning and development process in Iowa is designed as an 

open and continuous process which encourages both providers and consumers of 

health services to reach agreement on how to develop an effective comprehensive 

health system. Public Law 93-641 requires that the plan be reviewed and revised 

at least annually. Members ·of the general public are encouraged to express their 

opinions and view on the content of the plan in order that these might be reflect

ed in future revisions of the plan. 
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The purpose of the State Health Plan is to present a detailed statement 

of goals which (a) describes a healthful environment and health systems for the 

State, which when developed, will assure that quality health services will be 

availableand accessible in a manner which assures continuity of care at reasonable 

costs for all residents of the State; (b) is responsive to the unique needs and 

resources of the State; (c) takes into account and is consistent with the National 

Guidelines for health planning policy issued by the Secretary under Section 1501 

of the P.L. 93-641 respecting supply, distribution, and organization of health 

resources and services, and (d) is made up of the goal statements and recorrmenda

tions affecting the State contained in the Health Systems Plans for the affected 

Health Service Areas. 

The State Health Plan is inteded for use by the Statewide Health Coordi

nating Counci l to perfonn the following functions: 

a. Review Health System Agency applications for planning and development 

funding. 

b. Review State plans and applications for funds under allotments made 

to the State under the Public Health Service Act, the Conmunity 

Mental Health Centers Act or the Comprehens i ve Alcohol Abuse and 

Alcoholism Prevention, Treatment and Rehabi l itation Act of 1970. 

c. Rev_iew the State Medical Facilities Plan for consistency with the 

State Health Plan. 

d. Coordinate the Health Systems Plan and Annual Implementation Plan 

of each Health Systems Agency in the State . 

T:,e State Health Plan is also intended for use by the State Health Plan

ning and Development Agency to perfonn the following functions: 

a. Conduct the health planning activities of the State and implement 

those parts of the plan as well as the plans of the Health Systems 

Agencies which relate to State Government. 
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Serve as the designated planning agency of the State for administer

ing (1) Section 1122 of the Social Security Act, (2) a State Certif

icate of Need program, and (3) the Health Resource Develoi:xnent Pro

gram (Title XVI). 

c. Make findings as to the need for new institutional health services 

as proposed for the State. 

d. Review all institutional health services periodically for 

appropriateness. 

The State Health Plan is also intended for use as a guidance document by 

those entities in both the public and private sector involved in the develoi:xnent 

of plans and programs for meeting statewide needs. 

During the plan develoixnent process, the Office for Health Planning and 

Development considered several plan development methodologies. Because of the 

- limitations both in terms of time and staff it was determined that the Office 

would necessarily have to rely on the health systens plans developed by the three 

health systens agencies in the State and on various statewide health related 

plans which have already been developed. It was also determined, based on the 

above limitations that the scope of the first Preliminary State Health Plan would 

need to be limited. Based on these decisions, the health status priorities 

of the three health systens agencies were analyzed to determine whether or not 

these could be combined into priorities for use in the State Health Plan. The 

chart on the following page illustrates how the HSAs' priorities were combined 

to be included as State Health Priorities. 
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HEALTH STATUS PRIORITIES 

Iowa HSA 

1. Perinatal Mortality & Morbidity X X 

2. Communicable Disease X X X 

3. Conditions of the Elderly X X 

4. Emergency Conditions X X 

5. Subatance Abuse ·x X 

Illowa HSA 

1. Access to Health System X X X X X X -2. Mortality X X X 

3. Infant Mortality X X 

4. Communicable Disease X X X X 
5. Disablity Due to Chronic Diseaa X X X 
6. Emergency Medical Services X X 

7. Mental Health X X X 
8. Dental Health X X 

9. Substance Abuse X X 

Midlands HSA 

1. Diseases of the Heart X X X 

2. Malignant Neoplasms X X 

3. Cerebrovascular Disease X X X 
4. Violent Causes of Death X X 
s. Pneumonia X X · 
6. Diabetes X X 
7. Cirrhosis of the Liver X X 
8. Arteriosclerosis X X 

9. Infant Mortality X X 

10. Neonatal Death X X 
11. Post Neonatal Death X X 

12. Respiratory Disease .. x . X 

13. Hernia of the Adominal Cavity X X 
14. Noise Exposure Reduction X X -15. Particulate Air Pollution X X 

Reduction 
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In some cases, not all priority areas identified in the health systems 

- plans are included in the State Health Plan. Also, in some cases, material not 

covered in the health systerns plans is part of the State Health Plan. Primarily 

these are areas identified by State governmental or legislative bodies as 

priority areas. 

In the health planning process and in preparation for the development 

of the State Health Plan, it is necessary to consider certain principles as a 

basis for the planning process. The principles stated in this section have 

evolved through a cooperative effort of consumers, providers, planners and govern

ment officials. They are a statement of the concepts of planning, comprehensive

ness and consumer/provider partnership embodied in the National Health Planning 

and Resources Development Act of 1974 (PL 93-641). These principles are also 

proposed as general guides to all persons and organizations responsible for mak

ing health decisions in the State. In applying the following principles in the 

planning of health programs and projects, planners should be mindful of the 

need to promote adequate and desirable envirorvnents for good health practices 

in the state and the promotion of innovative programs. 

Principle 1: Health decisions should be made at the local level. 

The Iowa State Health Plan calls for increased local c0111Tiunity partici

pation in health decision-making in Iowa. All concerned citizens should be in

volved in the planning and operation of health programs in their area. People 

who will be affected by impending health decisions should be given an opportunity 

to express their views before the decisions are made. 

· The major thrust of health planning is to develop a process that will 

create an effective decision-making mechanism at the local level. This mecha

nism will :assure that the growth of the health system will be monitored in a 

- thorough and objective manner. 



-6-

Principle 2: Consumer as well as provider participation is a primary 

requirement of all health planning and prograITming activities. 

Consumer involvement in the health field has come about mainly as a re

action to a system that has not been consistently responsive to the health needs 

of the population. Consumers of health services are now more involved in deter

mining who shall get health services, where they shall come from, how they shall 

be provided, and who will provide them. 

The mandates of various government health programs, including the Health 

Planning and Resources Development Act of 1974, now call for consumer participa

tion. A Department of Health, Education, and Welfare task force on Medicaid and 

related programs has reported 11 
••• greater consumer involvement in decision-making 

is required to overcome deficiencies in the ·health system ... and to achieve better 

management of resources. Without substantial consumer input, health institutions 

can become excessively self-serving and, in fact, tangential to even fundamental 

community health problems." Most health professionals now agree that if health 

programs are to improve, they will need the active participation and cooperation 

of consumers. 

Principle 3: Plans for proposed health programs and projects should be 

based on identi fied needs of people. 

The Iowa State Health Plan calls for programs and projects to be designed 

to meet specif i c needs of the people of Iowa, rather than meeting self-perpetuat

ing needs of health programs. High priority should especially be given to programs 

that meet citizen's needs for effective preventive care programs. In addition, 

meeting the special health needs of the poor and near poor is a responsibility 

that must be shared by all components of the Iowa health system. 

In reviewing proposed health projects, the State Health Planning and 

Development Agency and the health systems agencies will look for a clear delinea- -

tion of the health needs to be met by the project. The sponsors of a proposal 
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should identify the target population to be served, should verify and document 

- the health needs of the target population that will be met by the proposed proj

ect, and should present economic feasibility information to demonstrate that the 

project can be fully utilized by the target population. Project sponsors should 

also establish measurable program delivery and service objectives with explana

tion of the evaluative procedure and identifying criteria for program and fiscal 

audit. Evaluation should be designed in terms of whether or not the program is 

meeting the needs of the target population. 

Principle 4: Comprehensive health services should be readily accessible 

to all citizens of the state. 

It is the responsibility of those engaged in health planning in Iowa to 

influence the development of health care systems in such a way as to make health 

services readily accessible to all Iowans, regardless of where they live in the 

state. At the present time, many Iowans who live in rural areas must travel 

- great distances to receive health care services. It is necessary to develop the 

means to make care more accessible to these citizens. 

In developing plans for proposed health facilities, sponsors should plan 

to make their services optimally accessible to the target population that they 

serve. (The question of accessibility must be considered in relation to the 

other principles of this plan.) Sponsors should also work with health systems 

agencies to identify areas where problems of accessibility exist and to create 

programs and projects to meet those needs. 

Principle 5: All proposed health programs should include mechanisms to 

assure that services provided to the people of Iowa are of high quality. 

The detennination of the quality of health care is a complex and difficult 

matter. There are various mechanisms now being offered as a solution to the 

problem. Yet, many of these ignore the basic human issues involved. If any 

attempt is to be successful, it must be remembered that the ultimate social pur-

pose of quality assessment is to assure the public of health care that is 



-8-

competent, efficient, effective, economically feasible, and humanely administered. 

In developing methods of assessing and monitoring quality each agency or 

organization proposing health care delivery should keep this purpose in mind. 

If the mechanics of the assessment program become more important than the needs 

of the people, then the program will most likely fail to adequately fulfill this 

social purpose. 

Principle 6: Proposed health programs and projects should be designed 

to provide the most benefits at the least possible cost to the patient, and con

sistent with appropriate quality control. Planners should give consideration to 

the reasonableness of proposed plans in terms of available resources. 

In planning the delivery of health services to the people of Iowa, and 

after considering the previously stated principles a major concern is that the 

cost of these services does not place an undue burden on the public, or prohibit 

the use of the services by any segment of the population. 

In reviewing all proposed health projects, the State health planning 

office and health systems agencies will constantly look for provisions to imple

ment cost containment in all areas. Changes in health facilities should be ac

complished without unreasonable increases in cost to the patient, while maintain

ing a high quality of services. 

There should also be a continual attempt to eliminate wasteful overbuild

ing and duplication of health facilities. Important questions to be asked in 

all health planning activities will be: Are the proposed services now being ade

quately and efficiently provided by an existing program or facility? To what 

extent will the proposed services affect patient costs? Is the project 11 cost 

effective?" 
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Principle 7: Proposed health programs and projects should reflect a 

- concern for the human rights of patients. 

Health care should be delivered in a manner that respects the basic human 

rights of each p~rson. All hospitals, clinics, nursing homes, physicians' and 

other providers' offices and other health facilities should inform each patient 

that he or she may: 

- Expect to receive current infonnation concerning his or her diagnosis, 

treatment, and prognosis, in tenns the patient can understand and 

that is in keeping with good care. 

Obtain infonnation necessary to give infonned consent prior to the 

start of any procedure and/or treatment, including the specific 

procedure, the risks, and probable duration of any ramifications 

of the procedure. 

- Refuse treatment to the extent pennitted by law, and to be infonned 

of the medical consequences of his or her action. 

- Receive every consideration of privacy concerning his own health 

care program. Those not directly involved in his care must have 

the pennission of the patient and his or her physician or health 

practitioner to be present. 

- Be certain that all communications and records pertaining to his 

or her care or treatment will be treated as confidential. 

- Be advised if his or her care or treatment will play any part in 

human experimentation projects or treatment. The patient has the 

right to refuse to participate in such research projects. 

- Examine and receive an explanation of his or her bill, regardless 

of source of payment. 
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Principle 8: A more concentrated effort and consequently more health 

dollars must be spent on disease prevention through Good Environmental Practices, 

Co11111unity Public Health Services and Occupational Standards, and Health Education. 

Good health planning must include not only an efficient health care 

delivery system, but also must give priority to a measure for maintaining good 

health and the prevention of illness. Except for major research it is generally 

more practical to promote preventive measures at the local level. Funding for 

preventive local health service will be a focal point of comprehensive health 

planning because it is recognized that it is quite often less expensive to pre

vent illness than to treat it. 

Where possible, all health programs and projects will be encouraged to 

devote a share of their expenditures toward preventive measures. Planning efforts 

will be made to promote those programs and projects which are innovative in 

initiating good practices for the total environment (home, work, school, recrea

tion and including personal health practices) which are necessary to maintaining 

good health and to preventing acute care problems. 

I l 



MATERNAL AND CHILD HEALTH 

I HEALTH STATUS 

Live birth rates are lower in Iowa than rates on the national level. The 

-1975 birth rate was 14.4 per 1000 as compared with 14.8 for the United States 

in 1975. 

Iowa's infant death rate in 1975 of 13.3 compared very favorably with the 

United States rate of 16.1. Iowa ranked eighth among states with the lowest 

infant mortality rates in 1975 (Appendix Page 1). 

In 1976 of the 718 perinatal deaths, 366 were neonatal death and 352 fetal 

deaths. The trend graph (A-2) illustrates the decrease in infant, neonatal and 

fetal death rates 1950-1976. 

Co111T10n causes of perinatal mortality are: 

o Gestational prematurity 

o Malnutrition (placental nutritional failure) 

o Anoxia 

o Birth injuries 

o Lethal congenital anomalies (birth defects) 

o Infection 

These causes can be linked with associated risks during preconception, pregnancy, 

labor and delivery. The incidence of perinatal mortality and morbidity is closely 

associated with the proportion of pregnant women who are considered high risk. About 

40 percent of all pregnant women in Iowa could be considered high risk on the basis 

of one or more of the following demographic characteristics: under age 18 or over 

age 34, out-of-wedlock, total birth order greater than three, previous fetal death, 

previous child died in infancy, and education less than 12 years. Medically related 

risk indicators include hypertension, diabetes and eclampsia. These demographic and 

medical indicators are by no means all inclusive. 

Mortality rates for infants born to mothers in the lower socio-economic group 

- (low income and less than 12 years of education) exceed average rates by about 50 

percent. White and nonwhite rates are the same when compared by equal socio-economic 

status. 
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The decrease in the perinatal death rate cannot be accounted for by the 

decreased birth rate but by a reduction of high risk births (especially fewer 

births from women over age 34 and less multiparity (A-3, A-4, A-5), women entering 

pregnancy in better health; more women beginning care during first trimester (an 

increase from 77 percent in 1970 to 82 percent in 1975); increased awareness of 

risk factors by obstetricians and pediatricians and increased referral to 

appropriate level of care (A-6, A-7). (See A-8 for Infant Death Rates by 

Subdivision of the First Year of Life.) 
Not all high risk women have high risk pregnancies; pregnancies in which 

there are complications for either the mother or infant. Conversely, women who 

are not labeled high risk may experience complications. Many of the high risk 

pregnancies can be identified in the first trimester (first three rronths) and the 

remaining are identified later in pregnancy or in early stages of labor. In 1975 

in Iowa, complications of pregnancy were recorded for 6% of the births and 

complications of labor and delivery were reported for 14% of the births. 

A high risk factor for perinates is low birth weight. A low weight perinate is

defined as one weighing 2500 grams (about 5 lbs., 8 oz.) or less at birth. Recently, 

perinatologists have been even rrore concerned about perinates labeled as being 

very low weight, which is 1500 grams (about 3 lbs., 4 oz.) or less at birth. Low 

birth weight i s associated with higher rates of rrortality and morbidity. More than 

half of the infants that die during the first 28 days of life weigh less than 

1500 grams at birth.* Structural birth defects occur in more than 30 percent of 

the infants weighing less than 2000 grams at birth and 9 percent of the infants 

weighing between 2000 grams and 2500 grams. Such defects occur in 6 percent of the 

normal weight babies (over 2500 grams).** Generally low bi~th weights are 

associated with highest rates of serious morbid conditions such as (mental retardation) 

Low birth weight newborns often have problems with breathing, heart action, 

temperature, and blood sugar. These difficulties can lead to brain damage or death. -
* Hennan Hein, M.O., Unpublished data. 

•* The National Foundation/March of Dimes, Facts: 1977, 1976. 



' . -13-

In 1975 in Iowa, 2,404 newborns, or 5.7% of the live births, weighed 2500 grams 

e,r less; 384of these newborns weighed 1500 grams or less. Significantly, 22 

percent of the live births of Iowa mothers under the age of 20 weighed 2500 grams 

or less. The low birth weight among infants born to these mothers is four times 

higher than the low birth weight for all infants. There is a combination of factors 

which impact on low birth weight -- socio-economic level, age and adequate 

prenata 1 care. 

Total 

Grama: 

1,000 or leu 
1,001-1,500 
1,501-2,000 
2,001-2,500 

Low Live Birth Weights 1970-1975 

1970 

48,406 

1971 

46,224 

1972 

41,859 

1973 

39,926 

1974 

41,113 

SOURCE: Detailed Report or Vital Statiatica, Iowa Department o( HHlth 

1975 

42,356 

Advances, as a result of Iowa's Perinatal Care Program, are saving 

increasing nuni>ers of low weight infants. It should be noted that not every 

infant that lives, as a result of intensive care for high risk newborns, lives 

without defects. A nuni>er of these babies, however, now live normal rather than 

restricted lives. 

Certain pregnancies are associated with a higher risk of birth defects. 

These include mothers with excessive parity, pregnancies at the extremes of the 

childbearing ages, poor nutrition, contraction of German measles during 

pregnancy, and chronic diseases including diabetes, renal disease, hypertension, 

and heart disease. Complications of labor and delivery, such as fetopelvic 

disproportion, prolonged labor, breech, and other abnormal presentations are also 

-associated with increased rate of congenital handicaps primarily due to the 

damage to the infant during labor and delivery. · 
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Birth defects (disorders of body structure, function, or chemistry which •are , . 

I 

present at birth) disable more children than any other cause except accidents. (A-9) 

Some 15 million Americans have one or more birth defects which effect their daily -

lives. At least half of all mental retardation is thought to be caused by 

defective prenatal development. 

It has been estimated that about 60,000 of Iowa's three million inhabitants 

are afflicted with birth defects and genetic disease. Each year, another 1,600 

or 1TDre newborns with birth defects (of a total of 40,000 babies born per year 

in Iowa) are added to this number. The following table lists the estimated 

frequency per year in Iowa of some corrmon birth defects. 

Birth defects due to chro1TDsomal abnonnalities - (about 230-250*): 

Down syndrome (mongolism) 
Trisomies 13 & 18 
Trisomy X 
Trisomies XXY & XYY 
Turner syndrome 
Other chromosomal abnormalities 

50 
20 
20 
80 
10 

50-70 

Birth defects most often due to multifactorial inheritance: 

Cleft lip or cleft lip and palate 
Cleft palate alone 
Spina Bifida, meningomyelocele 
Congenital heart disease 
Familial mental retardation 

60 
20 

l 00 
250 
600 

Birth defects due to ·single gene (single gene pair) inheritance: 

Neurofibromatosis 
Duchenne muscular dystrophy 
PKU (Phenylketonuria) 
Myotonic dystrophy 
Cystic fibrosis 
Sickle cell anemia 

I 

*about 1/3 are preventable 

10 
7-12** 

4*** 
10 or more 
20 

3 

~about 1/6 are preventable if newborn screening become available 
***can be treated effectively if detected at birth 
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In addition to the high risk factors previously identified, unwanted children 

-face additional risk from emotional and physical neglect and abuse. The United 

States is exceeded by only four other industrialized countries in the world in 

childbearing rates for ages 15-19 (A-10). Twenty percent of all births in the 

United States are to young women 19 and under. Nine out of ten teenage mothers 

elect to keep their babies even though two-thirds of these babies were unplanned. 

In Iowa during 1976 there were 3,437 out-of-wedlock live births in all ages, and 

4,313 in wedlock live births to young women under age 20 (A-11). The perinatal 

death rate for out-of-wedlock is 27.9 versus 16.2 rate for in wedlock. 

The multiple problems due to the health, social, cultural barriers to the 

single teenage parent and her child represent significant costs in lost years of 

education, lifetime earnings, increased medical and hospitalization costs and 

emotional, social and economic costs associated with the care and treatment of 

the mentally retarded, emotionally or physically handicapped. 
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As the number o! live births decreased by about one-third between 1960 
and 1975, the number o! out-of-wedlock births increased two and one
quarter times. More than half o! the out-of-wedlock mothers are teenagers. 

Percent 

100 

90 

80 

70 

60 

50 

40 

30 

20 

10 

0 

Percent Distribution of In Wedlock Live Births 
by Age of Mother 

(1971-1975 Resident Data) 

In Wedlock Out of Wedlock Percent 

100 

90 

80 

70 

60 

50 

40 

30 

20 

10 

0 
197 1 1972 1973 1974 1975 

Year 
1971 1972 1973 1974 1975 

Year 

15-19 • 20-24 • 25-29 D 30-3411 

(A1e IJ'OUpl for a1ea under 15 and 1reater than 34 are not shown) 

SOURCE: Vital Statiltic1 of Iowa 1975 (Iowa State Department of Health, Diviaion 
o f Records and Statiatics: De, Moinea, 1976 ), p. 20. 
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Live Births (Total and Out of Wedlock) 
1960-1975 

■ Out of Wedlock D Total 

1915 ___ 3_,_3_43 _____________ --'J n ,360 

197. __ 2_.9_5_s _____________ ..,l •o. 179 

1913 ___ 3_,_1_2, ____________ ~J 3s,s9s 

1972 3,146 

1971 - 3,273 

1 ,o.860 

145,171 

===~==================================="'-·~ 
_____________________ ___,148,406 

147,235 

:::=====================================~
____________________ ....,I 46,737 

196712,533 

196612,423 

196512,224 

1964 1 2,001 

1963 I l,777 

1962 I 1,637 

1961 11,672 

1960 11,476 

147,217 

148,641 

I so,910 

55,4431 

r,7 ,840 1 

61,0031 

63,4081 

64,050 

SOURCE: Vital Statlatiea of Iowa 1975 (Iowa State Department of Health, Diviaion 
of Records and Statiatica: D• Moin•, 1976 ), p. 20. 
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The increase 1n teenage pregnancies has become a topic of great concern. 

Today one girl in twenty is a mother before her 18th birthday. It is known 

that the mortality rate for infants bom to mothers under 15 is twice that of 

infants born to women aged 20-34. Although many teenagers are from low

income families or have no income, they are not eligible for AFDC benefits 

until after the first child is bom. 

School Dropouts: The Reasons• 

FEMALE 

A. Individual needa of student not 
beiq met: 
Mental disability 
Academic difficulty 
Lack of appropriate curriculum 
Poor pupil-!aculty relationships 
Poor peer O'OUp relationship• 
Dialike of achool experience 
Other known reuona 

~ 
~.Pnpancy 

C. Marriap 

D. Economic needa of the family: 
Needed at home 
Family financial difficulties 
Employment 

E. Involuntary abNnc•: 
Physical illne11 
Physical disability 
Mental illne11 
Behavioral difficulty 
Parental inftuence 

• The■- percentac• are baaed on statistics for the school year 1968·69. Thia ia 
the lut year such information ia available. We auume they would be approxima• 
tiona of the breakdown of reuona !or dropouts today. 

SOURCE: JOMph 0 . Lucido, Annual Report Mi1rant Action Proarun, Inc. 1975 (Des MoinH, 1976). 

11 The Quality of Life in Iowa: An Economic and Social Report to the Governor for 
1978 (Office for Plannina and Proarammina: Dea Moines, 1977), p. 13-1. 



Low income is recognized as an important factor affecting health status. 

According to 1970 census data for the State of Iowa, there were 1,125,425 children 

.nder the age of 21 and 394,524 women between the ages of 21 and 44. Of the 

748,504 children under 14 years of age, approximately 94,737 are from 

medically indigent families. 

Of the total number of women of childbearing age, 108,131 were considered 

as medically indigent; approximately 16,000 or 15% of these were Medicaid 

eligible. 

About 53,000 Iowa families are headed by women. These families have an 

average income of $6,090. Slightly over half of these heads of household* are 

employed outside the home. 

Almost 64,000 families or one of every twelve -- have incomes below 

the state defined poverty level; their average income is $1,865. These families 

who are poor are about the same size as the average Iowa family, but one-fifth 

-f them are single parent families headed by women. Fewer than one out of 

seven of the families who are poor receive any public assistance income.* 

"The average income for a family from public assistance or welfare is 

$1,385 a year. The average wage or salary income for a family in 

Iowa is $8,931.* 

Over 60,000 children receive support from the State of Iowa through the 

Aid for Dependent Children (AFDC) program. Four out of five of these children 

are under 14; one-third of them under six. Generally there has been an over

all downward trend in the size of families; this is true of the AFDC family 

as well. The AFDC family, like many other Iowa families, has tended to move to 

the more populated areas of the state. While the head of the AFDC household 

-is. the mother in three-quarters of the case, one out of five is headed by a male. 

*Iowa Council for Children Governor's Report. 
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Children in the Population 

U.S. Iowa 

Total Population 
Population under 18 
Population under 6 

213 million 
66 mi 11 ion 
20 mill ion 

2.87 million (1.3%) 
.893 million 
. 216 mill ion 

Approximate distribution of medically indigent children 0-5 years in 

Iowa's HSAs, under 125% of poverty in Iowa served by the HSAs. 

IHSA 

Subarea 1 
Subarea 2 
Subarea 3 
Subarea 4 
Subarea 5 

9,320 
5,922 
4, 171 

10,373 
12,559 

Illowa 
Midlands 
Iowa total 

2,899 
3,745 

48,989 

Potential number of pregnancies among medically indigent women ages 15-44.* 

IOWA HSA 

Subarea l 
Subarea 2 
Subarea 3 
Subarea 4 
Subarea 5 

5,642 

l ,240 
904 
563 

1,387 
1,548 

Illowa 
Midlands 
Iowa total 

403 
510 

6,555 

Another group of Iowa families are the migrant and seasonal farrrworkers. 
For over fifty years they have come to Iowa to harvest tomatoes, onions, 
asparagus and nursery crops. Most of them are Mexican-American and 
Spanish-speaking. One thing they have in comnon with some other Iowa 
families is that they are poor. The state since 1963 has operated a 
number of programs to aid migrants; in 1975, assistance was provided 
to more than half -of the total 3,500 migrants in the state.** 

Parents traditionally have high expectations for their children, particularly 
their firstborn. While in many cases these expectations, although high, are 
not wholly unrealistic or unattainable, in some instances children are 
punished for their failure to meet their parents' expectations. A 1973 
study of teenage rural parents reported that parents expected their 
children to be able to do things far beyond the child's capability."** 

*Iowa State Department of Health 
Personal & Family Health Division (based on 1970 census) 

**Iowa Council for Children Report 
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Expectations such as these frequently lead to harsh punishment ur abusive 
treatm<:nt. The study concluded that "the children of many adolescent 
marriages have a high risk of joining the number of battered and abused 
babies; any measures to help prevent this deserve serious consideration." 

Ages at Which Parents Expected Babies 
to Achieve Selected Patterns of Behavior 

Area of development and Parent.' Eatlmate1 in Week.I 

approximate norm in wffka Mothera Fathera 

Social Smile ( 6) 3 3 

Sit alone (28) 12 6 

Pull up to ,tandinr (44) 24 20 

Fint step alone (60) 40 40 

Fint word (52) 32 24 

SOURCE: Vladimir Deliuovoy. "Child Care by Adolescent Parenta." Children Today, 
July-Au1u1t 1973. 

The need for parent education is ereat: it was cited in the 1974 Iowa 
Governor's Task Force survey by both parents and child advocates as second 
only to "child care while parents work 0 in a list of services needed, was 
ranked 6th out of 17 items listed in the 1975 State Child Care Survey 
conducted by the Task Force, and was seen as the greatest need by partici
pant.a in the April 30, 1977 Governor's Con! erence on Children. There are 
various ways in which this need can be met: in workshops and parent 
education courses such as Parent E!! ectiveness Training offered by com
munity eroups, nursery schools and day care centers; through television 
programs; and by the public schools. * 

-• Iowa Council for Children Report 



In 1975 only three percent or 10,060 of the 325,471* students - grades 7-12 •. 

enrolled in public and private schools in Iowa participated in child development 

or family life courses. Only 18 percent of the students participating in these 

courses were boys. 
4,770 1irl1 

3,448 1irl1 

1,711 boya 

131 boya 

Child Development Cou.raaa 197 5 Family Ute Counea 

* SOURCE: Report or Department or Public lnatruction 

Education about child development and family relationships helps adolescents 

develop realisti c expectations for themselves and their marriage as well as for their 

children. Leaming how to cope with the stresses of family life is a valuable part 

of an education intended to prepare children for life. Furthermore, such an 

education benefits not only the students taking such courses but the next generation 

as well. "The scars of a poor childhood go down for two or three generations -

because the child who has not experienced good mothering or fathering will have a 

very difficult time as an adult being a good father or mother."* 

Currently the only social studies courses required by the legislature are 

a full year of American History and one half year of American Government. There 

are no courses required to assist young people in leaming to develop realistic 

expectations for themselves, their marriages or their children. 

In 1976, there were 1,926 reported cases of child abuse. In 595 instances (31%), 

investigation determined that there had been no abuse. In 844 (44%) cases, the 

child and family received intensive treatment in their home. In 228 cases (12%) 

the child was removed temporarily, and in 43 cases (2%) the child was removed 

relfflanently from the home. 

*Iowa Council for Children Report 
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Almost half of the initial reports of child abuse were received either from 
a relative or a concerned citizen or from the school . 

Source of Initial Reports of Child Abuse 

School 
Law Enforcement (Juvenile and Police Probation) 

Ho■pital/Health Center 
Phy1iclan1 

Parent( ■ ) 

Public and Private A1ency 
County Health NurM or Vi1ltin1 NurH Auociatlon 
Baby1ltter/Day Care 
Relative/Concerned Citizen 
Self Referral 
Central Reeistry 
Attorney 
Not Reported 

Total 

1s.o, 
6.4, 

12.4% 
3.2% 

11 .2, 
9 .0% 

.7% 

2.2% 
28.6% 

3.5% 
1.2% 

.9% 

2.7% 

SOURCE : Report from the Iowa Department of Social Servicea, April 22, 1977. 

348 
123 
239 

61 
216 
174 

13 
42 

650 
68 
23 
17 
52 

1926 

Hospitals or health centers accounted for 12 percent of the reports and 
parents reported 11 percent of the cases. No prior incident of abuse had 
been reported for 1342 (70%) of the cases; but for 479 cases (24%) there 
had been earlier incidents reported. 

The majority (54%) of the reported cases of child abuse involved children 
under the ap of 7. 

In 1976, sixteen children died as a result of injuries received from child 
abuse. There were no apparent injuries sustained in 20 percent ( 443) of the 

reported cases. Where injuries were sustained, the cl~ification Bruises/ 
Welts accounted for 47 percent (1022 out of 2177 injuries) of the injuries 
sustained. 

Iowa Council for Children Report 
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Parents were responsible for 65 percent of the reported cases of child abuse. 

Ages of Child Abuse Victims 

Under 6 montha 61 
6 month• to 1 year 82 
1 year 169 
2 yean 1-46 
3 yean 142 
4 yean 119 
5 yean 118 
6-7 yean 204 
8·9 yean 160 

10·11 yean 126 
12·13 yean 187 
14-15 yean 226 
16•17 yean 156 
18 yean and older 
A1e not reported 30 

Total 1926 

Relationship of Perpetrators to Child 

One parent 
Both Parenti 
Slep-parent 
Non-Related Individual• 

Animal-Pet 
Not Reported 

960 cue• (so,) 
119 cue, ( 6'-') 

177 c .... ( 9') 
414 cue• (21'-') 

3 cue, ( . l'Jli) 

253 cue1 (13'-') 

SOURCE: Report Crom the Iowa Department or Social Servic:n, April 2, 1977. 

Of the 28 categories listed as reasons most frequently contributing to the 
abuse of a child, the reasons ranked 1 through 6 were 

• Poor Child Rearin1 Patterns • Emotional Immaturity of Parents 
• Lack of Proper Discipline • Marital Conflict 
• Lack of Nurturing Parental Role • Parent Adolescent Conflict 

*Iowa Council for Children Report 



Nutrition is a major component of preventive health and is especially 

-important for children and for women during the childbearing years. Adequate 

nutritional status of women and children is a factor in reducing the following 

health problems: low birth weight, growth retardation, obesity, iron deficiency, 

and dental caries. 

National surveys have indicated that these problems are more prevalent 

among the low income population. The research studies of Special Supplemental 

Food Program for Women, Infants and Children (WIC) have shown that with the 

intervention of nutritious foods along with nutrition education the above health 

problems can be reduced. 

The Personal and Family Health Division of the Iowa State Department of 

Health administers the United States Department of·Agriculture Supplemental Food Program 

for Women, Infants and Children (WIC). Participants eligible for the program must 

be "at nutritional risk and medically indigent". Medically indigent is defined by 

- the Personal and Family Health Division as 150 percent of the Conmunity Services 

Agency poverty guidelines. 

Nutritional risk is any of the following: deviation from normal growth 

patterns, low hemoglobin or hematocrit, high risk pregnancy, chronic health problems 

or inadequate dietary patterns. 

In December of 1977, 2,044 pregnant and postpartum women, 2,536 infants and 

6,866 children from 1-5 were participating in the WIC Program in Iowa. 

I11111unization levels are health status indicators for children; however, current 

data on -children less than three years of age is incomplete. Because of the 

recent legislation, school age children should be 100 percent except those who for 

religious convictions or medical reasons are exempted. 
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Data regarding the extent of malocclusion or decayed, missing or 

filled teeth by age, income or prevalence for Iowa is unavailable; however, -

U.S. DMF rates are as follows: 

D.M.F. Rates for Children, Age 6-11, 1960 - 1962, U.S. 

By Race 

White 
Black 
All 

Decayed 
0.4 
0.7 
0.5 

By Income, By Sex 

Less than $3,000 
3,000 to 4,999 
5,000 to 6,999 
7,000 to 9,999 

10,000 to 14,999 
15,000 and over 

By Age and Sex 

18-24 
25-34 
35-44 
45-54 
55-64 
65-74 
75-79 
18-79 

Missing 
0. 1 
0 .1 
0 .1 

Boys 
1.2 
1.2 
1.2 
1. 3 
1.4 
1.4 

Men 
13. 6 
16. 2 
18. 1 
20.8 
24.5 
26.7 
28.6 
19.6 

Periodontal Disease in Adults 
Prevalence by Race, 1960 - 1962 

Fi 11 ed 
0.9 
0.2 
0.8 

White 
Black 

Periodontal Disease w/o Pockets 
48.3% 
48.2% 

Total 

1.4 

Girls 
1.5 
1.3 
1.5 
1.6 
1.8 
1.8 

Women 
14.4 
18.4 
20 .1 
22. 1 
25.7 
27.7 
29.6 
21.1 Both Sexes - 20.4 

Periodontal Disease w/ Pockets 
23.9% 
36 .0% 

-
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There are no recent surveys to determine the dental health status 

of the citizens of Iowa, it probably compares closely with statistics obtained 

- from national health surveys. These surveys indicate that the most colllTlOn 

childhood disease, dental decay, affects children early in life. Some children 

will experience tooth decay as early as two or three. On entry to school at 

five years of age the average child has three decayed teeth. The incidence of 

new cavities in children 6 to 11 years of age fs one per year, and one and half 

per year in children age 12 to 15. Gingivitis, the earliest stage of periodontal 

disease, occurs in a major portion of the children by age 13. 

The utilization of dental services is directly related to family income, 

although other factors such as education levels of families are also related. 

Sixty-six percent of the children in families with yearly incomes under $4,000 

have never been to a dentist, compared to 40 percent in families with incomes 

of $4,000 or roore. 

Factors contributing to the status of dental health in a population are 

numerous, however, due to the universality and cumulative nature of dental 

disease several factors seem to be of most importance in determining this status. 

These are level of colTITlunity water fluoridation, per capita incomes, educational 

levels, age, and dental manpower availability. Higher levels of all these fac~ors 

are positively correlated with higher dental health status except for age. With 

increasing age, the prevalence of periodontal disease, missing teeth, and total 

decayed, missing, and filled rates increase. 

Environmental control and ilTITlunization have been successful in the prevention 

of a majority of infectious diseases which require no intervention by the physician 

or involve a very limited aroount of professional time. These methods are not 

available for the prevention of dental disease, except for water fluoridation. 

Fluoridation is without doubt the most effective, efficient, and safe means for 

- the prevention of dental decay. 



Family income is a major determinant for the receipt of dental care by 

children, Medicaid eligible children can receive dental care in private offices 

through the State of Iowa's t-4edical Assistance Program. However, there remains -

a large segment of the population of children from pre-school to age 18 that are 

from low-income families that are unable to afford adequate dental care and not 

covered under the Medical Assistance Program. 

The health status of Iowa's women and children has improved dramatically 

during the last 50-20-10 or 5 years, yet we still had included in (1975) 41,360 

births: 2,387 to women under 18, 7,202 to women with less than high school 

education, 3,343 out-of-wedlock, 7,232 entered care during their second trimester 

or later and overall 16,978 women had one or more high risk characteristic. 

HEALTH STATUS BOALS 

GOAL 1: A PERINATAL DEATH RATE OF NO MORE THAN 13 DEATHS PER l ,000 

BIRTHS. (IN 1975 THE PERINATAL DEATH RATE WAS 18.9 (681 INFANTS).) 

The perinatal period is from 20 weeks gestation until 28 days after live -

birth. Perinatal mortality and morbidity rates have been reduced dramatically 

in the last few years. Further reduction, however, can still occur. To 

achieve this goal, greater attention must be placed upon more infants surviving 

a quality birth process, more infants achieving a birth weight of more than 

2500 grams, and fewer infants being handicapped from birth defects. 

Objective A: By 1982, no more than 5 percent of the live births weighing 

less than 2,500 grams. (In 1975, 5.6 percent of the live 

births (2,292) weighed less than 2,500 grams.) 

Reducing the number of infants born with a low birth weight will help 

lower both the perinatal mortality and morbidity rates. Low birth weight 

newborns often have problems with breathing, heart action, temperature, 

and bl ood sugar; these difficulties can lead to brain damage or death. This 

problem is a most difficult one on which to impact because it is affected by

the mother's socio-economic status, life-style habits (such as smoking, 



drinking and nutrition), and prenatal care. Since teenagers are four 

times more likely to deliver a low birth weight baby, attention must be 

given to reducing the nuni>er of unwanted pregnancies. 

GOAL 2: NO ftllRE THAN 14 OUT OF 1,000 LIVE BIRTHS WITH THE IDENTIFIABLE 

DEFECT KNOWN AS MENTAL RETARDATION BY 1982. {IT IS ESTIMATED 

THAT 15 OUT OF EVERY 1,000 LIVE BIRTHS CURRENTLY COULD BE 

IDENTIFIED AS BEING MENTALLY RETARDED.) 

In 1975, in the Report to the President from the President's Conmittee on 

Mental Retardation, a national goal was set to reduce the occurrence of 

mental retardation by 50 percent before the end of the century. This 

objective calls for a slight reduction by 1982. With a reduction in low birth 

weights, fewer infants will be at risk of being born mentally impaired. At the 

same time, improving the quality of the birth process will ensure fewer infants 

sustaining damage during delivery. Genetic counseling could help reduce the 

- incidence of Down's syndrome, a genetically inherited form of mental retardation. 

Again, as with a reduction in low birth weights, in1)rovements in roothers' 

socio-economic status, prenatal care, and basic nutrition will need to be 

improved. It will be difficult to measure achievement of this objective 

because Iowa has no birth defects registry. 

GOAL 3: ERADICATION OF DIPHTHERIA, MEASLES, MUMPS, POLIO, RUBELLA, TETANUS 
-

ANO WHOOPING COUGH (PERTUSSIS). 

(For objectives see C0111T1unicable Disease Component) 
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INFANT DEATH FOR SELECTED RATES 
1950 AND 

STATES* 

STATES RANKED 
ON 1975 RATE 

IDAHO 

NEW HAMPSHIRE. 

MAINE 

DELAWARE. • 

KANSAS . • 

MARYLAND. 

VERMONT 

IOWA 

CALIFORNIA. 

MASSACHUSETTS • 

NEBRASKA 

0 

1975** 

DEATHS PER 1,000 

10 20 

LIVE BIRTHS 

30 40 

I 
I 

J 
ALASKA ( Not ava ilable) 

INDIANA 

NEW JERSEY. 

WISCONSIN • 

UNITED STATES 

*states with the lowest infant mortality rates in 19 7 5 . 
**Provisional statistics. 

Source ·. National Center for Health Statistics 

At$1 19 7 5 

(.,.;• .-· f D~crease 

between 195 0 e 
and 1975 



Live birth rates are lower in Iowa 
than rates on the national level. The 
current Iowa live birth rate is 14.4 
per 1,000 population as compared with 
14.8 for the United States in 1975. 
(See Appendix Table 1.} 

Since 1973 the Iowa birth rate has 
gradually increased by 5.9 percent. 
However, the U.S. rate has remained 
fairly stable. The lowest birth rate 
in Iowa for the period beginning in 
1945 was 13.6 in 1973. In contrast, 
the lowest rate for the U.S. is the 
current 14.8 rate. The highest rate 
in Iowa was 25.3 in 1947.while the 
highest U.S. rate was also in 1947, 
at 26.6. -Death rates are higher in Iowa than 
in the United States. In 1975, the 
Iowa death rate per 1,000 population 
is 9.8. The current U.S. rate is 9.0. 

The Iowa death rate has gradually 
decreased by 5.8 percent from 10.4 
in 1972 . The U.S. rate has also de
clined - by 4. 3 percent from the rate 
of 9.4 for both 1972 and 1973. In 
Iowa the highest death rate for the 

, period was 11.1 in 1945. This is the 
same year as the high 10.6 U.S. rate 
was reached. The lowest Iowa rate 
was 9.7 in 1954. In contrast, the 
lowest U.S. rate is the current 9.0. 

Records and Statistics 
Iowa State Department -of Health 
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LIVE BIRTH AND DEATH RATES 
1945 - 1975 

Rate Per 1,000 Population 

LIVE BIRTHS 
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YUi 

DEATHS 
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LIVE BIRTl-~S BY AGE OF l\10TliER 
IOWA 

Percent of Total 
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Age of M:,ther 1976 

< 15 0.1 

< 18 5.3 

15 - 19 14.8 

20 - 24 37.f 

- 25 - 29 33.2 

30 - 34 11.0 

35 - 39 3.0 

40-f- 0.7 

A-4 

LIVE BiluHS BY la OF MJI'HER 
Ia.IA 

Percent of Total 

Year 

1975 1974 1973 1972 

0.1 0.2 0.2 0.2 

5.8 5.8 6.0 5.7 

15.8 15.7 16.4 16.3 

38.1 38.5 38.2 38.5 

31.2 30.6 28.9 28.0 

10.7 10.8 11.2 11.2 

3.3 3.4 4.0 4.4 

. 0.8 0.9 1.2 1.4 

-------

1971 1970 

0.1 0.1 

5.0 4.6 

15.5 15.2 

40.8 40.1 

26.5 26.8 

11.1 11.3 

4.6 4. 9 

1.4 1.6 



,1, ( • f 
' ~; V, 

~~ vi.• •t.f' 

r 
' V\ 0 I 

a. 
::, 
0 a: 
CJ 

0 
w 
la. 

u 
w 
5s 
z 
z 
0 

~ .., 
::, 

~ 
L 
11,1 .., 
< 
:E 
11,1 
la. 

a: 
11,1 
L 
11,1 

~ a: 

{1 f 

IY1v1,1n1-1 YI,,..,.._..,,,,,,....,,,~ ··-· -··· 
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PERINATAL DEATH RATES, BY OCCURRENCE IN IOWA HOSPITALS AND STATE TOTALS 

A 

B 

C 

D 

E 

Hospitals 

A 

B 

C 

D 

E 

1972-76 

1972 1973 1974 

21. 2 20.4 17.8 

20.3 20.2 18.6 

21. 9 17.7 19. 0 

25.3 20.8 22.0 

25.4 23.3 25.4 

23.7 20.6 21.4 

Hos pita 1 s with less than 100 deliveries/year. 

Hospitals with 100-249 deliveries/year. 

Hospitals with 250-499 deliveries/year. 

Hospitals with 500-999 deliveries/year. 

Hospitals with 1,000+ deliveries/year. 

FD+ND 
Perinatal z LB+FD x 1,000 

Records & Statistics 
Iowa State Department of Health 
10/24/77 

1975 1976 

l 5. l 12.4 

15. 9 13.0 

16. 0 13. 9 

18.0 18.6 

22.6 21. 8 

18.4 17. 5 
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LIVE BIRTHS, FETAL DEATH.RATE, NEONATAL DEATH RATE 

Total Hospital Events Grouped · 
By Number of Deliveries 

Group A --100 Births 

Fetal Death Neonatal 
Year· Live Births !fate Death Rate 

1972 2!247 7.5 13.8 
1973 2z619 9. 1 , 1.; 
1974 2!501 , ,. , 6.8 
1975 2,354 9.3 5. 9 . 

Group B 100 - 249 Births 

1972 8 423 9.9 10.6 
1973 7,801 10.3 10.0 
1974 8,073 9.9 8.7 
1975 7,441 7.5 8.5 

Group C 250 - 499 Births 

1972 7!881 9.05 12.9 
1973 92004 8.3 9.6 
1974 8 2814 9.7 9., 
1975 8 698 7.8 8.0 

Group D 500 - 999 Births 

1972 13 2473 11.3 14.2 
1973 11 2027 8.8 12. 1 
1974 12 174 9.5 12. 5 
1975 11 488 7.4 l 0. 5 

Group E 1,000 + Births 

1972 9 2184 11.4 14.2 
1973 8,698 l 0. 2 13.2 
1974 8,894 12.3 13.2 
1975 11 677 10.8 11. 9 

-



Considering the subdivisions of the first year of life. the highest death rate is during t 
first · day. The lowest rate occurs in the period of one week to one month. 

The death rate during the first day has declined by 1.4 deaths per 1,000 live births compa 
to the rate in 1974. In addition. the current 4.8 rate has dropped by 4.5 deaths since 197 

• contrast. the death rate for one day to one week has increased by 0.6 deaths in 1975. A 
though the rate had steadily declined since 1972. the current 4.0 rate is back up to the r 
for 1971. 

Concerning the period of one week to one month. the death rate is up to 1.7 in 1975. This 
an increase of 0.3 deaths from the rate last year. After slowly rising since 1970. the pres• 
rate is identical to the 1969 rate. 

The death rate for one month to one year has decreased by 0.3 deaths from the rate in 1974 . 
This 2.9 rate for 1975 is the lowest for the period beginning in 1960. 
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INFANT DEATH RATES BY SUBDIVISION OF THE FIRST YEAR OF LIFE 
1960 - 1975 Resident Data 
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UNDER 1 DAY 
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63 64 65 

. . . ·· .. .. 

66 

... .. .. ·········· .... 
1 MONTH - UNDER 1 YEAR 

67 61 69 70 71 72 

Records & Statistics YEAR 
Iowa State De artment of Health 
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73 74 

·•. .. .. 
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CAUSES OF INFANT MORTALITY AND CORRESPONDING 
INFANT MORTALITY RATES - 1974 

CONGENITAL ANOMALIES 2.9 

INFLUENZA AND PNEUMONIA 0.9 

BIRTH INJURIES 0.6 

ASPHYXIA OF THE . NEWBORN, UNSPECIFIED 1.5 

ItJMATURITY UNQUALIFIED 1. 5 •. 

OTHER DISEASES OF EARLY INFANCY 5_-3 

CERTAIN GASTROINTESTINAL DISEASES 0.3 

ALL OTHER CAUSES 3.7 

PRINCIPLE CAUSES OF DEATH OF CHILDREN ONE TO FOUR YEARS OF AGE - 1973 

ACCIDENTS 19.6 

MOTOR VEHICLE ACCIDENTS 12.3 
. 

CONGENITAL ANOMALIES 9.6 

MALIGNANT NEOPLASMS 6.4 

INFLUENZA AND PNEUMONIA 5.9 

HOMICIDE 2.5 

DISEASES OF THE HEART 2. 1 

MENINGITIS 1.6 

ENTERITIS AND OTHER DIARRHEAL DISEASES 1.0 

CEREBROVASCULAR DISEASES 1.0 

ANEMIAS 0.6 

Death Rates Per 100,000 Estimated Population 
Source: E.H. rtewberger, Car..olyn Moore Newburger, and Juli us B. Richmond. 
Health and Society 54: · 3 · (sunmer 1976), p. 251-252 

-

-
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Figure 1. Number of births per 1.000 females aged 15-19, sefecled ~ -u~trj~. 1970. 
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Certain causes of mortality in early infancy 
leads the list cf causes of death in the 
under 1 age group. This category includes 
anoxia and hypoxia as the major causes. 

· Other important causes within the category 
are hemorrhagic diseases, immaturity, and 
birth injuries. "Certain causes", however, 
has decreased by 4.5 percent from the per
centage in 1974. In contrast, congenital 
anomalies has increased by 3.8 percent this 
year. 

As in 1974, accidents remain the leading 
cause of death in this age group and in 
all subsequent age groups through 25-44. 
Nonetheless, the percentage for accidents 
within the 1-4 age group has dropped to 
38.2 from 43.8 percent la.st year. Diseases 
of the respiratory system has interchanged 
rankings with malignant neoplasms which 
was 2nd in the 1-4 age group a year ago. 

For ages 5-14 exactly one-half of the deaths 
in 1975 resulted from accidents. Malignant 
neoplasms - also 2nd in 1974 - increased by 
2.9 percent. Similarly, diseases of the 
nervous system and sense organs increased 
by 3.4 percent. This cause remained 3rd. 

Within this age group nearly two-thirds of 
the deaths are caused by accidents, 65.1 
percent. This is up by 3.4 percent in 1975. 
Increasing by 1.9 percent from the percent
age last ye¥, malignant neoplasm~ replaces 
suicides as the 2nd leading cause1 

CHART 6 

LEADING CAUSES OF DEATH BY SELECTED AGE GROl 
1975 Resident Data 
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YEAB TOTAL 
/YU, 1.~t1 1975 
1974 2,959 
1973 3, 124 
1972 3,146 
1971 3,273 
1970 3,495 

1969 3,065 
19 68 2,960 
1967 2,533 
1966 2,423 
1965 2,224 
19 64 2, 00 1 
1963 I 1,777 
1962 1,637 
1 961 1,672 
19 60 1,476 

. 
19 59 1, 45 3 
1 958 1,305 
1957 1, 18 2 
19 56 1, 16 1 
19 55 , I 20 8 
19 54 1 , 09 8 
1953 1,043 
19 52 1,037 
19 51 1,062 
1950 1,065 

A-UNDER 20 YRS 

TA4t 10 

OUT OF WEDLOCK LIVE BIRTHS BY YEAR BY AGE OF MOTHER 
1950-1975 RESIDENT DATA 

UNDER 
15 15-19 20-24 25-29 30-34 35-39 40-44 

56 1,787 981 334 128 43 13 
56 1,613 842 296 92 48 12 
53 1I644 945 288 125 49 18 
60 1,657 978 28 3 110 38 17 
34 1,646 1,103 277 142 48 21 
47 1,724 1,220 292 129 62 21 

29 1,403 1,149 307 98 56 19 
35 1,354 1,089 256 119 72 34 
32 1, 18 4 872 252 107 66 19 
25 1, 151 796 231 126 71 20 
28 912 743 30 1 131 75 29 
22 789 704 261 109 79 27 
34 689 634 215 118 71 12 
23 642 579 188 , 19 67 16 
20 670 579 210 112 53 26 
25 626 492 168 93 49 17 

24 612 487 177 89 52 8 
22 556 396 163 95 47 21 
18 50 6 35.7 143 81 51 25 
22 471 370 159 69 48 21 
22 512 368 16 1 81 49 14 
20 441 356 142 82 41 15 --- 423A 349 143 72 55B ---
17 394 333 148 67 69 7 
, 1 450 344 136 67 43 11 
12 457 360 136 57 35 8 
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HEALTH SYSTEM 

DESIRED SYSTEM 
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"For every child, health protection from birth through adolescence, in

cluding periodic health examinations and iIT111unizations, and where needed, care of 

specialists and hospital treatment; regular dental examination and care of teeth~ 

for the child who is physically or mentally handicapped, early diagnosis and the 

provision of care and treatment which will enable that child to achieve his or 

her maximum potential."* 

The route to ensure that every child is born well, wanted, whole and with

out defect lies within the broad parameters of prevention. Prevention means 

the expansion and implementation of knowledge of reproductive biology, provision 

of full health services during the reproductive process, and public education 

concerning the strategies available to ensure a well born child. 

In the next five years, the health care delivery system can have an impact 

on the achievement of the goals relating to reducing the perinatal mortality 

rate and reducing the incidence of mental retardation. However, one cannot over

look the importance of attitudes which are reflected in responsible decision 

making regarding family planning. Today, more than ever before, it is possible 

for women and men to seek out the best available information and medical advice. 

It is also important that individuals recognize that many factors contribute to 

a potential high risk pregnancy, especially life style and personal habits. 

Socioeconomic factors can also endanger a pregnancy, but these are generally 

more difficult to resolve. 

*Iowa Council for Children Report 
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The Social Security Act, Titles V, X and XX, state and local appropriations 

.vailable to the Maternal and Child Health Section of Personal and Family Health 

Division of the Iowa State Department of Health are utilizP.d to assist in 

establishing support services in casefinding, screening, health supervision referral 

to appropriate providers and follow-up services. These funds are directed to serve 

the medically indigent population; however, when the system of delivering the 

services is established, the system fonns a base to serve the total co111t1unity. 

The health system must include the capability to coordinate public and private 

health resources to assure continuity of care for the women in childbearing years 

and the children of Iowa. Currently, only one family out of seven medically 

indigent families is eligible for Medicaid. A system must be established to assure 

health care to the medically indigent population of Iowa. 

The health system must have casefinding capability together with appropriate 

quality services, available and accessible to the population at risk. 

- Although family planning services are primarily utilized as a source of 

infonnation regarding fertility, abortions, venereal disease, and birth control 

measures, they could 'also be an entry point which would link a woman with 

prenatal care both before and after pregnancy is confinned. These services 

could also be an outreach component for those clients who might benefit from 

genetic counseling. 

Genetic counseling is a corrwnunication process which deals with the human 

problems associated with the occurrence, or the risk of occurrence, of a genetic 

disorder in a family. This process involves first a diagnosis and then an attempt, 

by one or more appropriately trained persons, to help the individual and/or family: 
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o To comprehend the medical facts, including the diagnosis and 
probable course of the disorder; 

0 To appreciate the way heredity contributes to the disorder 
and the risk of recurrence in certain relatives; 

o To understand the alternatives for dealing with the risk of 
recurrence; 

o To choose the course of action which seems appropriate to them 
in view of their risk level and their family goals, and act 
in accordance with that decision; 

o To make the best possible adjustment to the disorder 1n an 
affected family member or to the risk of recurrence of 
that disorder.* 

All families in Iowa should have access to genetic counseling services. 

*Robert Brent and Maureen Harris, eds., Prevention of Embryonic, Fetal and 
Perinatal Disease, DHEW Publication No. (NIH) 76-853, 1976. 
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PRESENT SYSTEM 

- There are multiple services available to Iowa maternal and child population 

from private providers, hospitals, categorical agencies and organizations, county 

health departments, state agencies, University of Iowa and Iowa State University 

and volunteer organizations. 

The Maternal and Child Health Program and the State Crippled Childrens Program 

are two of the statewide efforts to coordinate public and private resources to 

establish care systems serving local areas. 

The Maternal and Child Health Program supports primarily preventive and 

screening services as well as ongoing health supervision especially for the 

medically indigent eligible population. 

The State Services for Crippled Children's Program is concerned basically 

with assuring diagnostic and treatment services for children with handicapping 

conditions. 

e The Health Systems Agencies in their current health plan identified needs and 

problems, and included a few goals and recommendations relating to maternal and 

child health; however, the primary infonnation regarding the present system is 

based on the State Maternal and Child Health Plan. 

The focus during fiscal year 1978 for the Maternal and Child Health Section is 

directed to provide appropriate consultation and technical services to each local 

Maternal and Child Health project, and local conmunities as required, and to 

refine the State Maternal and Child Health Section's procedures for program 

evaluation, to maintain the existing Maternal and Child Health services and to 

expand the scope of services as well as the availability of services to an 

increased population in the state. 

The Maternal and Child Health section supports local approved projects by 

contractual agreements which establish services to be delivered, population 

served, delivery system and sources of fiscal support. 
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The current projects include the following: 

MATERNAL HEALTH CENTERS 

In the area of preventive medicine. quality prenatal care is of paramount 

importance. Good prenatal care is necessary for lowering infant mortality and 

ensuring the delivery of a healthy baby as well as the continued good health of 

the mother. 

The Maternal and Child Health Section supports the efforts of four maternal 

health centers in Iowa, providing services in 12 counties. (See map 1n 

Appendix for location.) 

Residents from the 08-GYN Department of the University of Iowa Hospitals 

staff three of the centers, and a private 08-GYN Specialist provides the medical 

services in one of the centers. 

Services provided in the maternal health centers include prenatal care and 

education, dental health education, nutrition counseling, referral for and follow-up 

delivery either within the local co1T111unity or the University of Iowa Hospitals, 

and postpartum care including referral for. family planning services. 

Maternal health services for the low income currently are limited in Iowa. 

Efforts will be made during fiscal year 1978 to initiate planning for two 

additional maternal health centers. 

The provision of prenatal care services to high risk \'!Omen is irinortant 

because these services improve the newborn I s chances of s urvi va 1 and normal 

development as well as protecting the health of the woman. Prenatal care for all 

women, corrmencing in the first trimester of pregnancy, allows for the early detection 

of the maximum number of high risk pregnancies. In 1975, more than 100 pregnant 

women received no prenatal care and 7,232 did not receive prenatal care in the 

first trimester. The perinatal death rate of women with no prenatal care is4 or 5 

times greater than for women receiving adequate prenatal care. 
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CHILD HEALTH CENTERS 

- The Maternal and Child Health Section provides infants and children with 

preventive care services through the sponsorship of child health centers. The 

Centers serve infants from birth through childhood and provide services to clients 

utilizing preventive techniques, periodic health appraisal and anticipatory 

parental guidance. 

Health supervision services provided by the child health centers include 

physical examinations, dental screening, nutritional assessment, hearing evaluations, 

vision screening, urine testing, development screening, and referral and follow-up 

to assure a continuum of care. 

Currently there are only nine child health centers (A-1) providing services 

in 23 of Iowa's 99 counties. The goal for this fiscal year is to complete the 

implementation of three new child health centers and to initiate planning for one 

additional child health center. 

- Failure to detect and correct potentially handicapping conditions such as 

birth defects can result in limitations for persons who could otherwise have led 

normal lives. Furthermore, inadequate health care, nutrition, nurturing and 

stimulation during early childhood may make it difficult for an individual to do 

well in shcool, find a job and, in turn, raise children who will become productive 

citizens.* 

CHILD HEALTH SCREENING SERVICES 

In collaboration with the Department of Social Services, the Maternal and 

Child Health Program has established 32 community centers to provide the Early 

Periodic Screening and Diagnostic Treatment (E.P.S.D.T.) examinations for 

qualified recipients. These centers provide assessments of physical development, 

sensory perceptual development, emotional and mental development, and include 

selected laboratory studies in order to detect deviations which require follow-up 

- diagnosis and treatment as required. 

*Iowa Council for Children Report 
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The Maternal and Child Health Section provides initial training and 

periodically offers continuing training for the nurses involved both in the 

skills necessary for providing assessments and in the requirements of the 

E.P.S.D.T. program. 

PUBLIC HEALTH NURSING 

Public health nursing services in Iowa are provided mainly through the 

Nursing Section, located within the Co1T111unity Health Division in the State 

Department of Health. 

Maternal and Child Health program and the Co1T111unity Health Division jointly 

support counties to make public health nursing services available to all Iowa 

counties. The funds are used to assist individual county boards of health to hire 

their own county public health nurses. 

Presently, 70 of Iowa's 99 county boards of health participate in joint 

fundinglwith the state of their county public health nurses. In addition, 

approximately28 other Iowa counties provide their own nursing services utilizing 

their own nursing and fiscal resources (i.e., visiting nurse associations (VNA's), 

hospital-based nurses, revenue sharing, and other county funds). This brings to 

98 the total number of Iowa counties having direct nursing services available 

to them. Nurses in these counties are responsible for a general nursing service 

program, including maternal and child health nursing services. 

The county public health nurses submit monthly nursing reports and are 

responsible to 14regional supervisory nurses employed by the Community Health 

Division and located in regional health offices. 
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DENTAL HEALTH PROGRAM 

The Dental Health Section of the Personal and Family Health Division provides 

a variety of preventive dental health services which assist the Maternal and Child 

Health Section in its comprehensive health care efforts. Programs carried on by 

the Section include the Conmunity Water Fluoridation Program, 

and the School Dental Program which incorporates the Topical Fluoride 

Demonstration Project. In addition to these activities, the Director of the 

Dental Health Section directs and monitors the Dental Health Project of the Program 

of Projects. 

In an effort to improve the quality and quantity of dental care available 

to mothers and children, the Dental Health Section provides technical assistance, 

monitoring, and consultation to the dental components of the Children and Youth 

- Project, Maternal and Infant Care Project, Mason City Maternal and Child Health 

Center, and other Maternal and Child Health Centers throughout the state. 
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School Dental Health Programs provide basic dental health education to 

children at the elementary school level and also include the topical fluoride -

rinse program as a dental caries preventive. School programs are available as 

either Team Programs or Small Scale Programs and differ only in their rrethod of 

delivery. Team Programs utilize three dental hygiene students from the 

University of Iowa, assisted by the school nurse or classroom teacher, who are 

supervised by a Public Health Dental Hygienist from the Dental Health Section 

of the IowaState Department of Health. Content of the programs consist of the 

presentation of basic dental health facts on the causat i on and prevention of 

dental disease, instructions on tooth brushing and the use of dental floss, and 

the initiation of a fluoride mouthrinse procedure which requires parental 

pennission. Flossing is taught to children in the upper grades only due to inadequate 

manual dexterity in the lower grades. Some children may receive dental sceening, 

although not a complete dental examination, does provide the school nurse narres 

of children for follow-up with the parents and family dentist. -

The Smal l Scale Programs are recorm,ended for smaller elementary schools or 

for a few grades in any school. Although less structured than the Team Program, 

content of the program is the same and differs in that tteprogram explanation and 

teacher/nurse instruction is conducted by the Dental Health Section's Public 

Health Dental Hygienist. Both programs are designed for 1st and 2nd Grades and 

either 4th, 5th or 6th Grades. Brushing and flossing are followed up in the 

classroom for a period of six weeks to allow for reinforcement of the instruction 

given by the dental hygienist. The fluoride rinse procedure is carried out 

weekly the remainder of the year. 

Since a limited number of schools can be reached in a sc~ool year by the 

staff, the programs can be carried on in succeeding years by the school nurse 

and/or classroom teacher. Most of the materials and supplies are provided at no 

cost to the schools upon request. 



The Collmunity Water Fluoridation Program has as its goal the adjustment of 

fluoride-deficient public water supplies to reduce the incidence of dental 

\- caries in the population. Cormnunities of less than 5,000 population may apply 

for Maternal and Child Health funds through a grant program which will match 

local funds on a dollar-for-dollar basis to a maximum of $1,500 for the 

installation of fluoride equipment. 

As of January 1, 1979, 86 percent of the population in Iowa served by a 

public water 9Jpply has the benef1 t of either natura 1 or contra 11 ed fl uori dati on . 

In addition, 27 percent of the state's population is not served by a public 

water supply, and it is unlikely that this segment of the population will ever 

be accessible to fluoride water supplies. However, the children growing up on 

fluoridated water supplies can expect up to two-thirds less tooth decay than 

children raised in areas with fluoride deficient water supplies. 

A "Dental Heath Center Project" in Linn County in FY 1976 established 

a dental center at St. Luke's Hospital in Cedar Rapids, where a Child Health 

Conference and a Family Planning Project are also situated. The project's 

goal is to provide high quality, comprehensive dental care to children from 

birth to age 18 of low-income families who cannot afford the services of a 

private dentist and who would otherwise not receive adequate dental care. 

The Des Moines -Health Center will provide dental care to nearly 4,000 

indigent children in FY 1978. The Linn County Dental Health Center will serve 

approximately 600 children, the Children and Youth Project l ,200, and 

Corrmunity Opportunities, Incorporated will provide care to an additional 200 

children. 

Preventive dental health educational programs are conducted by the Dental 

Health Section in elementary schools each year in Iowa. These programs include 

- instruction in oral hygiene, basic dental health, and introduce a weekly 

fluoride rinse as a decay preventive measure . .Approximately 28,000 children wil l 

be involved in the fluoride rinse program during FY 1978. 



Dental Health Project 
for Children 
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The Iowa State Department of Health has contracted with the Des Moines 

Health Center to operate the project. This center is a nonprofit agency 

supported by voluntary and public funds. It provides medical well child 

care and dental care for low-income families residing or working in Polk 

County and some of the counties surrounding Polk County. A Board of 

Directors administers the entire operation through a full-time executive 

director. 

The Director of the Dental Health Section of the Iowa State Department of 

Health has overall responsibility for design, supervision, evaluation, 

and reporting of the project and serves as project director. 

Dental screening, diagnostic, and preventive services are provided all chil

dren of preschool and school age, 0 through 18, from families residing or 

working in Polk County and three counties surrounding Polk County which are 

to be detennined in the coming fiscal year. Treatment, correction of 

defects, and aftercare are available only to children who would otherwise 

not receive such services because they are from low-income families or for 

other reasons beyond their control. 

The goal of the Health Center 1 s Children 1 s Dental Health Project is to pro

vide quality dental care and prevention for the children of low income 

families who live and/or work in Polk County, with the emphasis-priority 

on saving teeth whenever possible, and the development of life-long good 

dental health habits. 

In program year 1977, the Dental Project processed 7,984 visits, an in

crease of21.7 percent over 1976 program year. In 1978 the project expects 

to serve 3,800 children providing 9,500 units of care. 3,800 children 

represents approximately 50% of the eligible medically indigent population 

not covered by Title XIX. 
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The Children's Dental Health Project is expected to result in better 

dental health for low-income families, and to prevent many of their 

future dental problems. 

The project's effectiveness will be measured by three primary criteria; 

1. Is the project seeing an increasing number of eligible children? 

2. Is the number of children having all dental care completed 

increasing? And are an increasing percentage of children being brought 

in for six-months-recalls? 

3. Is the cost per visit at a reasonable level? The Center's dental 

corrmittee shall be primarily responsible for periodically reviewing 

patient treatment plans, scheduling techniques, and care quality of the 

Center's dental programs. 

The Board of Directors of the Health Center in March of 1977 mandated 

their executive corrmittee to oversee the quality and effectiveness of care 

provided by the Health Center's staff, and monitor progress throughout 

the year on meeting the stated objectives. 
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MATERNITY AND INFANT CARE PROJECT 

A portion of Title V funds available to Iowa support the Maternity and 

Infant Care Project. The Maternal and Infant Care Projects throughout the 

United States have demonstrated that with early entry to comprehensive health 

care including medical, dental, nutritional and social services the mortality 

and roorbidity rates for the mother at risk andtheir infants can be significantly 

reduced. 

The purpose of the Maternity and Infant Care Project in Area XV is to 

demonstrate that in a low-income rural area 1t is possible through support and 

coordination to mobilize and meld available resources into a comprehensive health 

program for pregnant women and infants under one year of age. 

Based upon vital statistics, social and economic indices, and demographic 

data, the Iowa State Department of Health implemented a Maternity and Infant 

Care Project in Area XV. Area XV is composed of the following 10 counties: 

Appanoose, Davis, Keokuk, Mahaska, Van Buren, Jefferson, Wapello Monroe, Wayne, -

and Lucas. The results of the above studies indicated a definite need for a 

non-fragmented delivery of maternity and infant services for medically indigent 

, and high risk fami 1 i es. 

The long-term goal of the Iowa State Department of Health is to provide 

comprehensive health services in the 10 counties in Area XV. As of October 1, 

1977, five additional clinics were delivering comprehensive services in Wapello, 

Appanoose, Davis, Monroe, Keokuk and Van Buren Counties. 

During the Project Year 1977, services were provided to 475 mothers and 

351 infants for a total of 826 patients. This totai represents new enrol l ments 

and carry over patients from the previous year who continued to receive services. 
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CHILDREN AND YOUTH PROJECT 

- The Children and Youth Projects have demonstrated that when children 

and their families have casefinding, medical, dental, nutritional and 

social preventive, diagnostic treatment and correction of defects, and follow-up 

services, acute hospitalization costs for the population served are reduced 

by 50% within three years. 

The project has been administered by Conmun1ty Health Care since Oecenber 1, 

1976. Conmun1ty Health Care is a private, nonprofit corporation which was 

established in 1975 as a result of the Illowa Health Planning Council •s study on 

Anbulatory Health Care and their subsequent reconmendations. 

The purpose of the Children and Youth Project is to provide comprehensive, 

continuous health services to children six years of age and under and their 

siblings under 18 years of age, in particular children from low income families 

- within the target areas of Scott Sounty. These services will focus on health 

promotion and will utilize a multidisciplinary team approach to meeting the 

medical, physical, social and emotional needs of the children enrolled. 

Long range goals for the Children and Youth Project are: 

l. To expand the funding base through increased local support. 

2. To coordinate more fully health care services - at all levels and 
for all disciplines - for children in Scott County, and especially 
for children and youth enrollees. 

3. To strengthen evaluation procedures to monitor the effectiveness of 
project components. 

4. To expand the dental program to provide comprehensive dental care 
on site for children and youth enrollees. 
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The Children and Youth Project fills an important gap caused by the 

shortages of physician and child health services. This shortage has been 

compounded by insufficient knowledge of health care by the target families. Prior 

to the Children and Youth Project, complete physical assessments, social work, 

mental health screening, nutritional counselling, and health education were 
, 

generally lacking for target area children. Fifty percent of present enrollees 

could not identify a family physician. 

The Children and Youth Project supplements existing services and 

coordinates new services to assure quality health care to eligible children. 

INTENSIVE INFANT CARE PROJECTS 

The Intensive Infant Care Projects based primarily on the Perinatal 

Programs have developed in many states regionalized services to assure appropriate 

care of women during pregnancy, delivery and post-partum care and of their infants-

The overall goal of the Intensive Infant Care Project for the State of 

Iowa is to reduce the mortality and morbidity of all high-risk infants born either 

to nonnal or high-risk pregnancies. This will involve maintaining the regionalized 

service program which presently exists and to enhance its capability for serving 

all high-risk pregnancies and newborn infants. The major emphasis of the program 

will be directed towards enhancing the capability of the existing system by 

supplying an educational and consultative support system. Special emphasis will 

be placed on providing additional consultation to tho!!!parts of the system which 

are in need of that consultation. The ultimate will be to improve perinatal 

care, improve the transportation capability for the mother or newborn, enhance the 

follow-up of newborns, and finally to solidify the regional primary, secondary and 

tertiary hospital concept for the State of Iowa in the care of the high-risk e 
pregnancy and infant. 
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Since the existing standards are developed for utilization in large 

- metropolitan areas with maximum resources and do not consider the problems of a 

predominantly rural society such as Iowa's, the program has initiated an advisory 

co11111ittee which as representation on it of the American Academy of Pediatrics, 

the Iowa Obstetric and Gynecological Society, the Iowa Nurses' Association, the 

Iowa Hospital Association, Iowa Academy of Family Practice, Iowa Chapter of 

Osteopathic Physicians and Surgeons, Departments of Pediatrics and Obstetrics of 

the University of Iowa and the staff of the Maternal and Child Health Section of 

the Department. 

This co11111ittee will develop standards of perinatal care for Level I, 

Level II and Level III hospitals. When finalized, these standards will become 

the standards of the Intensive Infant Care Program for the State of Iowa. The 

Intensive Infant Care Project will make available a system of services for all 

high risk pregnancies and newborns within the State of Iowa. Thus, the total 

- population eligible for services is the entire birth population of Iowa. The 

target group is composed of high risk mothers and infants. 

FAMILY PLANNING PROJECT 

To enable persons in all walks of life to detennine whether and when to 

become parents. And to have their children at times and under conditions that 

are optimal for their social, physical, economic well-being is the program goal. 

Family Planning Services are available to residents of all 99 Iowa counties 

through fifteen delegate agencies. 

Clinics providing family planning services have been established in 33 

Iowa counties. In other areas, agencies have established physician referral 

networks where local physicians are reimbursed for providing medical examinations 

and agency staff provide educational and supportive health services. 
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Medical Services 

F~~ily Planning ·Services include the following: 

a. Medical history and consultation 

b. Family planning counseling and education 

c. Pelvic examination 

d. ~reast examination 

e. Pap smear 

f. Blood pressure 

g. Hematocrit or hemoglobin 

h. Urinalysis 

i. Pregnancy testing 

j. Venereal disease testing 

k. Provision of contraceptive method 

1. Sterilization counseling, referral and treatment 

m. Infertility counseling and referral 

n. Other laboratory tests, as indicated 

o. Pregnancy infonnation and referral 

p. Referral to other health and social service providers 

q. Breast self-examination instruction 

Family planning services, including the provision of a prescription or 

nonprescription contraceptive method, ·are provided by all family planning agencies 

to patients who request such services. All nedically-approved methods of 

contraception are available to family planning patients, under the supervision 

of qualified medical personnel. Although the oral contraceptive pill is by far 

the most commonly used method, patients are offered other methods: 

Intrauterine Device 
Diaphragm 
Spennicidal Foam, Jelly or Cream 

Condom 
Natural Family Planning Methods -
Female or Male Sterilization 
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Contraceptive treatment, including the provision of prescription and 

nonprescription supplies, is provided free of charge to patients with family 

- incomes below the Maternal and Child Health Eligibility Guidelines. 

Patients requesting sterilization treatment, i.e., the performance of 

a surgical sterilization procedure, are usually referred to another health 

provider. If patients require financial assistance in order for a 

sterilization to be provided, family planning agencies assess whether the 

patient is eligible for Medicaid reimbursement or assistance through University 

Hospitals. If other funding is not available, the family planning agency may 

subsidize the procedure. Sterilizations which are arranged for and/or funded 

by family planning agencies are performed and reported in accordance with 42 CFR 

50.201 (et. seq.} and the moratorium set forth at 38 FR 20930. 

Infertility services, involving extensive testing, diagnosis and treatment, 

are provided through referral to other health providers. These services are not 

usually financially supported by family planning agencies. Initial screening 

and counseling regarding sterilization and infertility are provided routinely by 

family planning staff. 

Some family planning agencies provide treatment for family planning-related 

health problems such as vaginal infections, abnormal Pap test follow-up, and 

sexually-transmitted diseases. If treatment is not provided by a family planning 

agency _for a condition identified or diagnosed during a family planning visit, 

a referral is made to another health care provider. All such patients are followed 

to assure that the referral is completed. 

t-4edical services provided to family planning patients are under the 

direction of physicians with training and experience in family planning. Each 

delegate agency has a medical director who is responsible for the establishment 

of medical policy and procedures which insure appropriate supervision of staff 

- providing medical services. In addition, medical consultation is provided to the 

agencies by the Health Department's Maternal and Child Health Medical Director and 

0bstetretics/Gynecology Consultant. 



Agencies' medical directors supervise the provision of services by other 

family planning staff including nurses, nurse practitioners, and other allied 

health personnel. 

Family planning services are provided in a manner which assures comprehen

siveness and continuity in the management and supervision of service delivery. 

Medical policies and standards require the provision of extensive follow-up. 

Family planning services are provided in all 99 Iowa counties. Although 

each of the 15 delegate agencies has an assigned geographic area of responsibility, 

patients may choose to receive services from any agency in the state. Agencies 

do not extend patient recruitment efforts beyond their area of responsibility. 

They are responsible for insuring that services are made available to persons 

who live in all the counties within their assigned territory. 

Family planning medical services are delivered promptly following a patient's 

initial contact with an agency. A typical first contact with an agency is a 

telephone or walk-in request for contraceptive services. Staff do initial 

screening in order to assign an appropriate appointment. Every effort is made 

to schedule a medical examination within a few days. Temporary contraceptive 

protection is offered whenever a delay may occur. 

COUNCIL ON ADOLESCENT PREGNANCY 

In September of 1977, the Division of Personal and Family Health Services, 

established a Council on Adolescent Pregnancy. The purpose of the Council is to 

identify workable approaches to assure the coordination of medical, phycho-social 

and educational services to the adolescent during the preconceptual, prenatal, 

natal and postnatal periods, continuing for at least one year, or if she keeps 

the infant, until her child reaches the age of five. 

The Council will encourage and support regional and local workshops which 

bring together those professional disciplines impacting on the adolescent to 

increase their awareness to the extent of the problems and assist communities in 
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the development of appropriate services to intervene in the cycle of adolescent 

pregnancy, child abuse, school dropouts, unemployment and repeated pregnancies. 

The Council will also assist the Personal and Family Health Division in 

carrying out clearinghouse activities, i.e., training sessions or meetings with 

the state or surrounding states, resource persons for workshops or meetings, or 

media material pertinent to the purpose of the Council. 

SPECIAL PROJECTS 

CHILD STUDY CENTER/DES MOINES 

Assessment and evaluation services for developmentally handicapped children 

are provided by the Child Study Center, located in Des Moines, The Center is 

jointly funded by state and local monies. On staff are a physician, psychologist, 

medical social worker, and public health nurse. Diagnostic services, the main 

function of the Center, are offered free to low income children with developmental 

delays, learning disabilities, mental retardation and social or behavioral 

problems. Follow-up of children is done by the Child Study Center and other 

appropriate agencies. 

The Maternal and Child Health Section will continue to encourage increased 

financial and progranmatic support from public and private agencies in Polk and 

contiguous counties served by the Child Study Center. 

RURAL LINN COUNTY 

The Public Health Nursing Association has employed a ful,.-time program 

facilitator. The program facilitator works with other community agencies to 

establish child health centers in rural Linn County and informs potential 

participants of the availability of services. 

MIGRANT HEALTH PROJECT 

The Migrant Health Project in Muscatine serves a five county (three in 

- Iowa, two in Illinois) area. The project provides medical, dental and nursing 

services to migrant workers and their families. Specific services offered by 

the Project through direct provision and/or referral include: 
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Prenatal and postnatal care 
Well child care 
Immunizations 
Dental 

BIRTH DEFECTS/GENETIC COUNSELING PROGRAM 

Visual 
Audio screening and follow-up 
Health education 

This Program was begun in 1976 and offers indepth counseling and follow-up 

for families involved with a birth defect or genetic desease. This program also 

presents public and lay educational programs as well as consultation and continuing 

education for professionals in birth defects and genetic diseases. The genetic 

expertise of this program is provided through a contract with the Genetics Center 

of the Department of Pediatrics of the University of Iowa. 

Once a family is entered into the program, a detailed genetic history is 

obtained and the family is provided with an indepth assessment of the problem 

and counseling by the genetic team. Following this session, the family is 

followed by the regional counselor who provides further explanation and counseling 

in order to assist and support the family in their decision-making process. The 

counselor maintains a liaison with the family in order to identify any further 

needs for counseling and to assist the family in identifying and obtaining 

assistance from any other resource as indicated. 

The Program offers clinics in Mason City, Waterloo, Dubuque, Cedar Rapids 

and Davenport which provide some diagnosis and total counseling for the residents 

of the northeastern quadrant of Iowa. 

The Program will expand its activities to the central region (Polk and 

the eight surrounding counties) during the fiscal year. Clinics were established 

in Des Moines and Ames and are providing service on January 1, 1978. 

The program's long-range goal is to make this service available to all 

geographic areas of the state and to develop an epidemiologic approach to the 

problems associated with birth defects and genetic disease. 
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SUDDEN INFANT DEATH SYNDROME (SIDS) PROGRAM 

The Iowa SIDS Program provides information and counseling services to 

families and related individuals (i.e .• babysitters, relatives, neighbors) 

who may be involved with the loss of an infant to the Sudden Infant Death Syndrome. 

The management system in Iowa involves irmiediate referral to a local 

"crisis counselor". There is a SIDS counselor identified for every county in 

Iowa. In most instances, this is the local public health nurse. An offer of 

referral is also made to one of the two SIDS parents groups currently functioning 

in Iowa. A coordinated case plan is then implemented, utilizing both the public 

health nurse and the parent group. Families are routinely followed for one year 

after the death. Should serious mental health problems occur, consultation is 

available from the Des Moines Child Guidance Center. 

Another principal objective is to provide workshops for these professionals 

(i.e., physicians, nurses, law enforcement personnel, ambulance crews, etc.) that 

- could potentially be involved in a SIDS case. Seminars are conducted by program 

staff and are specifically tailored to the role of those professionals attending. 

WIC 

The WIC Program in Iowa is a component of the Division of Personal and 

Family Health. The grant funds are provided by the United States Department of 

Agriculture and are supporting WIC services in 87 of Iowa's 99 counties. (See A-3) 

Pregnant and postpartum women, infants and children to five years of age 

are eligible for services under the Program, which is designed to improve a 

mother's nutritional status and the diet of her children, by increasing the 

knowledge and encouraging the practices of good maternal and child nutrition 

and supplying iron-enriched fonnula, fresh milk, cheese, eggs, fruit juice and 

cereal. 

During fiscal year 1978, emphasis will be placed on strengthening the 

nutrition education component of the Program. 



RHEUMATIC FEVER PROPHYLAXIS PROGRAM 

This Program was begun in July, 1977 as a result of action of the 

Sixty-Sixth General Assembly, replacing the program previously conducted by 

State Services for Crippled Children. 

The Program provides penicillin or other appropri ate preparation (when 

indicated) for the prophylaxis of recurrent streptococcal infection of the 

patient who has had an episode of Rheumatic Fever. Medication is provided to 

the patient's parent or guardian by public health nurses who reinforce the 

importance of maintenance of prophylaxis. 
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ANALYSIS 

Availability 

Child Health Center services supported by the Maternal and Child Health 

Section are available in 23 of the 99 counties. An additional 20 counties 

have child health screening services only. Birth Defect/Genetic Counseling 

is available in 24 counties. 

Maternal health center services are available in only 12 of Iowa's 99 counties. 

Dental care will be provided to approximately 6,000 children and 6.6 percent 

(28,000) of all (420,163) children grades K-8, will be involved with the 

floride rinse programs supervised by the Dental Health Section of the Iowa 

State Department of Health during 1978. 

The Children and Youth Project serves children living in specific target 

areas only in Scott County. 

The Maternity and Infant Care Project serves six of the ten counties in the 

Governor's Planning Area 15. 

The Intensive Infant Care, Family Planning, Rheumatic Fever Prophylaxis, 

Sudden Infant Death Programs are available statewide. 

Quality 

The Maternal and Child Health Section of the Iowa State Department of Health 

provides dental, physician, nursing, nutritional, social service and 

planning consultants to these programs as well as monitors and evaluates 

service delivery. 

Accessibility-Acceptibility 

Data is currently unavailable regarding numbers of the eligible population 

utilizing all of the current services. Until this data is available neither 

accessibility nor acceptibility may be evaluated. 
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Cost 

- Congressional priorities, particularly, 

·-

The development of effective methods of educatin9 the general 
public concerning personal (including preventive) health care, 

The provision of primary care services for medically under
served populations, especially those which are located in 
rural or economically depressed areas, and 

The promotion of activities for the prevention of disease 
including studies of nutritional and environmental factors 
affecting hea 1th 

relate directly to the maternal and child population. 

However, though the long-term impact of the provision of appropriate 

prevention and early treatment services to maternal and child population will 

be to reduce short and long-term institutional and acute care costs, the 

costs of delivering appropriate health services to the maternal and child 

population will be great. 

Service unit or per participant costs for current services are currently 

unava 11 able. 

The goals for the Maternal and Child Health component are directed toward 

expanding the current system to the level of the desired system and the 

health status goals. 

GOAL l: STATEWIDE COMPREHENSIVE HEALTH SERVICES, ESPECIALLY PREVENTIVE FOR 

WOMEN (AGES 15-44) AND CHILDREN (AGES 0-12). 

Comprehensive health services includes not only physical examination and rredical 

care, but also dental, nursing, social work, nutrition, and other health care 

as appropriate. Comprehensive health program services include casefinding 

and ongoing health supervision which would assure health education, assessrrent, 

counseling, referral to the appropriate health, medical, social or other providers, 

and appropriate follow-up for the maternal and child population of Iowa. 
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Objective 1: Statewide dental health education programs which include 

teaching of dental hygiene skills available in elementary 

schools, grades Kindergarten through 3rd by 1982. 

Objective 2: Fluoride rinse programs for all children using private water 

supplies by 1982. 

Recommended Action: 

LRRA: Iowa State Department of Health will develop plan which includes 

agreements with State Department of Public Instruction to 

provide for curriculum, staff requirements and costs. 

SRRA: Iowa State Department of Health will evaluate participati on and 

effectiveness of current programs. 

SRRA: Iowa State Department of Health will identify priority areas 

based on need. 

Objective 3: Co111T1unity water floridation available to 93 percent of Iowa 

population served by public water supplies by 1982. 

Recommended Action: 

LRRA: HSA and local co111T1unities will determine methods of implementing 

floridation which identify barriers including sources of funds by 

1980. 

SRRA: Iowa State Department of Health, Dental Director, will identify 

priority of areas in need by 1978. 

Objective 4: Genetic and birth defects counseling available statewide by 1979. 

Recommended Action: 

LRRA: Establish a genetic/birth defects registry and epidemiology program. 

SRRA: Iowa State Department of Health and legislature identify funding 

of sources by 1979. 

Iowa State Department of Health implement program by 1979. 

SRRA: Iowa State Department of Health establish program administrative 

orocedures bv 1979 . 
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Objective 5: Perinatal Care Standards for Level I, II and III 

hospitals by 1979. 

Reco111t1ended Actions: 

LRRA: State Perinatal Care ColTITiittee will establish methodology to 

evaluate acceptance and implementation of standards by 1980. 

SRRA: Iowa State Department of Health will promulgate standards by 1979. 

Objective 6: No more than 3,500 women entering care later than first 

trimester of pregnancy by 1982. 

Reco111t1ended Actions: 

LRRA: Iowa State Department of Health, Health Systems Agencies will 

establish casefinding system with State Department of Social 

Services, State Department of Public Instruction, Public Health 

Nurses and referral system with appropriate local public and 

private providers and organizations by 1978~79. 

SRRA: Iowa State Department of Health will develop a concentrated 

public information and education campaign utilizing all media 

by 1978-79. This campaign to be jointly sponsored by state 

agencies and state organizations. 

Objective 7: Medical, psychosocial and educational services available to 

adolescents including the preconceptional, prenatal, natal 

and postnatal services in five highest need areas by 1981. 

LRRA: Health Systems Agencies will define roles of co111J1unity agencies 

by 1979. 

SRRA: 

Health Systems Agencies with local agencies will establish 

a multiagency care system by 1980. 

Iowa State Department of Health 

highest need areas by 1978. 

will identify 
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Objective 8: Maternal and child health services accessible to eligible 

handicapped persons by 1985. 

Recorrmended Action: 

LRRA: Health Systems Agencies and Maternal and Child Health projects 

will develop plan for removing barriers which identify costs, 

sources of funds and schedule for completion by 1982. 

SRRA: Maternal and Child Health projects will identify both physical 

and COITITiunication barriers by 1979. 

GOAL 2: PUBLIC AND PRIVATE RESOURCES AT FEDERAL, STATE AND LOCAL LEVELS COORDINATED 

TO ASSURE 50 PERCENT OF THE MEDICALLY INDIGENT MATERNAL AND CHILD POPULATION 

ACCESS TO COMPREHENSIVE HEALTH SERVICES BY 1982. 

Objective 1: Service areas defined which assure optimum use of available 

resources by 1980. 

Objective 2: Information and casefinding services to assure optimum utilization 

of services by eligible population by 1982. 

RecolTITiended Action: 

LRRA: 1) HSA staff and task forces will develop a plan of action 

SRRA: 

identifying roles and responsibilities and procedures by 

1979. 

2) HSAs will identify resources available to priority areas by 

1980. 

3) HSAs with appropriate local representatives wil 1 develop 

and implement service system by 1982. 

1 ) Iowa State Department of Hea 1th wi 11 i den ti fy highest need 

areas by 1979. 

2) HSAs will evaluate current services. 
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GOAL 3: CHILD DEVELOPMENT AND FAMILY LIFE COURSES AVAILABLE TO 50 PERCENT 

OF STUDENTS, GRADES 7-12, IN IOWA'S PUBLIC AND PRIVATE SCHOOLS BY 1982. 

Objective l : Curriculum standards established by 1980 by State Department 

of Public Instruction. 

Objective 2: HSAs and local school boards and administrators establish 

schedule for initiating courses by 1980. 

LRRA: HSAs will identify program resources required. 

SRRA: HSAs will assess current availability of courses by 1979. 

GOAL 4: DATA SYSTEM ADEQUATE TO ESTABLISH MATERNAL AND CHILD HEALTH SERVICE 

NEEDS AND COSTS BY 1981. 

Objective 1: Data on current services available by 1979. 

Objective 2: Data on number of medically indigent receiving services 

by 1979. 

Objective 3: Data on cost of services by 1981. 

Recommended Action: 

LRRA: SHPDA will establish agreements with appropriate state agencies 

and organization on methodology, fonnat and time frarres for 

collecting data by 1980. 

SRRA: 1) SHPDA will evaluate and docurrent current data available 

by 1978. 

2) SHPDA and HSAs will document additional data needs by 1979. 



HEALTH STATUS 

INTRODUCTION 

COMMUNICABLE DISEASES 

A colllTiunicable disease is defined as 11 
••• a disease which may be trans

mitted directly or indirectly from one individual to another 11 .* Com

municable diseases result in thousands of deaths and cases of illness 

and disability each year. In 1974, for example, more than 30,000 people, 

or approximately one of every 6,900 individuals, in the United States 

died as a result of a coomunicable disease.** 

ColllTiunicable diseases can be divided into three categories: 

o Diseases for which effective immunizations exist (such as 
diphtheria, measles, mumps, polio, rubella, tetanus, and 
whooping cough). 

o Diseases for which inmunizations exist, but may not always be 
effective (such as influenza). 

o Diseases for which inmunizations do not exist (such as chicken
pox, the coomon cold, gonorrhea, pneumonia, streptococcal infec
tions, gastrointestinal viral infections, and venereal disease.) 

Reported cases of conmunicable diseases and the actual number of cases 

differ. The Iowa and Nebraska Departments of Health estimate that the 

reported number of cases of each communicable disease, (for which data 

is collected on a regular basis) is a fraction of the actual number of 

cases that occur. All .the data on the following pages represent re

ported cases rather than actual. 

Venereal disease,because of its current magnitude and severity is 

treated separately from other communicable diseases. 

Indicators 

Incidence rate of disease/1O,OOO persons ----
Death rates/1O,OOO persons 

* Clarence Taber, Taber's Cyclopedic Medical Dictionary, 9th ed., Philadelphia: 
F. A. Davis Company, 1972. 

** Daniel Zwick, Draft National Health Planning Guidelines: A Statement of 
Goals and Standards, Rockville, Maryland: DHEW, 1976 

I • 
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Vaccine Preventable Co1T111unicable Diseases 

- For persons under 18 years of age seven vaccine preventable co1T111unicable 

diseases are reco1T111ended to be immunized against. They are diphtheria, 

pertussis, tetanus, polio, rubeola, rubella, and mumps. 

The trends in incidence rates of these seven vaccine preventable commun

icable diseases in Iowa over the past seven years have varied. Diphtheria, 

pertussis, tetanus and polio have all decreased in incidence since 1970, 

or remained at very low levels. No cases of polio or diphtheria were re

ported in 1977. Four cases of pertussis (.014 cases/10,000 persons) and 

one case of tetanus (.01 case/10,000 persons) were reported that year. 

There were 4,306 reported cases of rubeola (14.9 .cases/10,000 persons), 

171 cases of rubella (.59 cases/10,000 persons) and 1,213 cases of mumps 

(or 4.2 cases/10,000 persons) in 1977. While the incidence rates of mumps 

- and rubella declined between 1970 and 1977, the incidence of rubeola 

jumped 277%. 

Diseases for which Only Temporary or No Immunizations Exist. 

(Excluding venereal disease) 

Influenza occurred in 1977 at a much higher incidence rate than any other 

reported c001T1unicable disease, (157 cases/10,000 persons). It was fol

lowed by reported cases of gastrointestinal viral infections with a rate 

of 86 cases/10,000 persons. Third in incidence in Iowa in 1977 were strep

tococcal bacterial infection at a reported rate of 43 cases/10,000 persons. 

Chickenpox occurred that year at a rate of 29 cases/10,000 persons. 

In 1977 the incidence rate of tuberculosis was .34/10,000 persons, the 

incidence rate of pneumonia was 4.71/10,000 persons, and the incidence 

rate of hepatitis .83/10,000 population. Brucellosis and meningitis 

had rates of less than . 1/10,000 persons. 



Since 1970 penumonia and influenza combined have been the fifth leading 

cause of death in Iowa, accounting for about 4% of all deaths in 1975. 

Infants and that group of persons over 65 years of age had death rates 

higher than the state average of 37.l deaths/10,000 persons. 

DIS[AS[ 

D1pht.htr1a 

rtrtuuts 
(whooping cough) 

Tetanus 

Pol10111y1l1tb 
P1r1lyt1c/ 
Nonp1r1lyttc1l 

ltubeola 

Rubella 

Mumps 

VENEREAL DISEASE 

IV U 

0 

22 

.2 

0 

LCADING RCrORT[D 1"1UNIZAIL[ DISCASCS IN IOWA 

Per 10,000 ropulatton 

I ,, J I ,, .. I ti:> 

rate/ 110. ralt/ 110. ralt/ 110. ratt/ 
10"'000 10,000 10.000 10.000 

0.000 0 0.000 0 0.000 0 0.000 

0.08 2t 0.073 15 0.052 24 0.083 

0.01 0 0.000 1 0.01 3 0.01 
' 

o.o 0 0.000 0 0.000 0 0.000 

1 .144 . 4.05 284 0.994 134 0.467 717 2.4!1 

Z,093 7.41 15 0.052 31 0.108 31 0.108 

3 0 546 12.55 1,985 6.96 1.513 5.27 1,513 5.27 

ll 
no. 

0 

5 

0 

0 

109 

91 

1,634 

10 , .. , 
ratt/ 110. rall/ 
10 000 10,000 

0.000 0 0.000 

0.017 4 0.014 

0.000 1 0.01 

0.000 0/1 0.01 

0.377 4,306 14.90 

0.315 171 0.591 

5.65 1.213 4.20 

Iowa State DtpArtatnt of HHlt.h-
3/78 

*For every year or since 1967 influenza, gastrointestinal disorders and 

streptococcal infections are the only reportable colTlllu.nicable diseases in 

Iowa which occurred more frequently than gonorrhea and syphilis. 

The , epidemic of venereal diseases which Iowa and the nation are in the 

midst of is hitting hardest among young people under 25 years of age. 

In Iowa, at least 70 percent of the reported cases of venereal disease 

occur in this young age group. Between 1975 and 1976 venereal disease 

decreased 10.3%, the first decrease in 12 years. In 1976 there were 

6,515 cases of gonorrhea and 359 cases of syphilis reported with rates 

of 22.5 and 1.24 per 10,000 persons respectively. Teenagers accounted 

for one-third of all gonorrhea cases in the state in 1976. 

*Most of the narrative in this Health Status Section is taken from Venereal 
Diseases a Resource Guide, Iowa State Department of Health and Public Instruction, 1974 
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Of all gonorrhea cases reported that year, 45% was reported by private 

physicians. Gonorrhea treatment patients were 80% white, and 51% male. 

Early syphilis cases reported increased from 32 to 45 between calendar 

years 1975 and 1976. Syphilis is generally only infectious for the first 

few months after onset. 

For unaccounted reasons, between 1975 and 1976 reported venereal disease 

decreased 10.3%, the first decrease in 12 years. 

Gonorrhea is the most common reported communicable disease in the country. 

If as many cases of infectious hepatitis or rubella as are cases of goner- ' 

rhea were reported, the people of Iowa would be aware of the problem and 

alanned. 

Each year of at least the past five years, the number of reported cases 

of venereal diseases increased by about 10 percent, and the outcry has 

been inaudible. 

How can an epidemic of any serious disease persist when effective treat

ment is available? Obviously, the treatment has too often not reached 

those who are infected. One reason for this is that since these venereal 

diseases are transmitted only by sexual contact, those who are infected 

or think they may be, are reluctant to seek assistance and discuss their 

concerns openly. Also for many young persons who have sexual contacts 

with several persons, taking precautions means facing up to a behavior 

which society generally looks down upon and which may be personally con

fusing . Therefore, admitting that 11 111 could get venereal disease is some

thing that is easily denied. Another factor is widespread lack of in

fonnation about symptoms, transmission and treatment. Without the facts 

about venereal disease, an infected individual may not seek inmediate 

medical attention. 



DISEASE 

Gonorrhea 

Syphilis 
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VENEREAL DISEASE INCIDENCE RATES PER 10,000 POPULATION 

I O W A 

1972 1973 1974 1975 

No. Cases/ No. Cases/ No. Cases/ No. Cases/ 
Cases 10,000 Cases 10,000 Cases 10,000 Cases 10,000 

6,186 21. 7 *5.144 22. 67 6,236 21. 7 7,261 25.2 

482 1. 69 417 1.45 372 1.30 331 1. 15 

1976 

No. Cases/ 
Cases 10,000 

6,515 22.5 

359 1. 24 

Iowa State Department of Health 

*Beginning in April of 1973, the gonorrhea statistics do not include cases pre
ventively treated; that is, those persons who were treated but were not 
laboratory positive are no longer counted as cases. 

If an individual with gonorrhea is not diagnosed and treated, complica

tions may begin. Sterility may result in both men and women. The most 

colllTlon complication in the female is pelvic inflalllTlatory disease (P.1.O.). 

P.I.D. is any inflanmation of the tissues of the reproductive organs such 

as the Fallopian tubes or the uterus. 

Because gonorrhea first attacks the urinary tract in the male, his first 

complications are usually ·associated with the urethra and the bladder. 

The scarring that results from the gonorrhea germs attacking the urethra 

may leave this tube partially or completely closed by scar tissue. Such 

a stricture may make it difficult or impossible for the male to urinate. 

There are other possible complications besides. Occasionally the organism 

of gonorrhea is carried by the blood stream from the reproductive parts -

and organs to other areas of the body. One colllTlon place for the organism 
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to settle is in the joints, causing a very painful fonn of arthritis to 

occur. Less commonly, the organism of gonorrhea may cause meningitis or 

heart disease. None of the complications of gonorrhea need occur if the 

infected individual consults a doctor for diagnosis and treatment. Any

one suspecting gonorrhea should ask a doctor to do a laboratory test for 

gonorrhea. Gonorrhea can be cured, and the sooner it is treated, the 

better. 

One other complication of gonorrhea which should be mentioned is the in

fection of the eye. If a pregnant woman has gonorrhea at the time she 

delivers her child, the disease organisms may infect the child's eyes as 

it passes through the mother's birth canal. Blindness could result. Be

cause of this danger, most states, including Iowa, require that preventive 

drops of silver nitrate medication or an antibotic be placed in the eyes 

of every newborn child. Also, an adult could infect his or her own eyes 

by hand-to-eye transmission of gonorrhea genns. 

Syphilis is a systemic disease, which means that the causative organisms 

get into the circulatory system--both the blood stream and the lymphatic 

(disease defense) system. Syphilis has been called "the great imitator" 

since it may look like so many other diseases to those infected and to 

doctors. 

The serious complications of syphilis include its transmittal by women to 

their unborn children~ and when the disease has been present for long 

periods of time, 5-15 or more years, lesions in heart and blood vessels, 

nerve damage, insanity, blindness, crippling and paralyses. One-third 

of all persons with syphilis which has not been treated develop these 

late destructive lesions. 
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HEALTH STATUS GOALS 

IMMUNIZABLE COMMUNICABLE DISEASES 

GOAL 1: NEAR ERADICATION OF THE SEVEN COMMUNICABLE DISEASES RECOM'1ENDED FOR 

IMMUNIZATION IN PERSONS LESS THAN 18 IN ORDER TO LESSEN COSTLY AND 

PREVENTABLE MORBIDITY. 

Objective 1: By 1982 limit the annual incidence rate of these seven 

immunizable communicable diseases to no more than the 

following: polio O cases/10,000 population 

diphtheria and tetanus, no more than .01 cases/10,000 

population (one case each per year) 

rubeola and rubella, no more than .34 cases/10,000 

population (100 cases each per year) 

mumps, no more than 1.67 cases/10,000 population 

(500 cases per year) 

pertussis, no more than .04 cases/10,000 population 

(10 cases per year) 

This objective can be attained if 90% of the Iowa popu

lation is irrmunized for each of these diseases. For 

mumps the current rate is 4.2 per 10,000 population. 

For rubeola that rate is 14.9/10,000 population. A 

reduction in the incidence r~te of these three diseases 

is to be attained. The levels set for polio, pertussis, 

tetanus, and diphtheria are essentially maintenance 

objectives. 

NONit+1UNIZABLE COMMUNICABLE DISEASES (excluding VD) AND TEMPORARILY 

IMMUNIZABLE COMMUNICABLE DISEASES 

GOAL 2: REDUCED INCIDENCE OF MORTALITY FROM INFLUENZA AND INFLUENZA RELATED 

PNEUMONIA AMONG THE ELDERLY, INFANTS AND CHRONICALLY ILL SUCH THAT 

OPTIMAL HEALTH AND LONGEVITY IS MAINTAINED AMONG THESE POPULATIONS. 
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Objective 1: By 1982, no more than 3 deaths/10,000 population from 

influenza. (90 deaths). 

In 1974 the rate was 3.8/10,000 persons and 108 deaths 

occurred. 

This objective is thought to be attainable if more of 

the population at risk - mainly elderly are inmun1zed 

against particularly virulent strains of influenza. 

It is estimated there is currenlty 400,000 at risk 

individuals who could benefit from influenza vaccine. 

Objective 2: By 1982 reduced incidence of reported cases of influenza 

from 175 cases/10,000 persons to 140 cases/10,000 

persons (42,054 cases in the population). 

VENEREAL DISEASE 

See explanation above. This objective represents a 

reduction of 11,803 cases from the 53,857 cases re

ported in 1977. 

GOAL 3: THE PRESENT RATE OF CASES OF VENEREAL DISEASE LESSENED IN ORDER TO 

KEEP THE DAMAGE TO HEALTH INCLUDING BLINDNESS, STERILITY, SYSTEMIC AND 

LOCAL INFECTIONS AT A MINIMUM. 

During 1976 there were 6,515 reported cases of gonorrhea or approxi

mately 22.55 cases per 10,000 population and 292 reported cases of 

syphilis or approximately 1.24 cases per 10,000 population, and 45 

cases of infectious syphilis reported. It must be emphasized that 

these reported cases represent only a fraction of the actual number 

of cases which occurred in a given year. Even these reported cases 

indicate that venereal disease is epidemic in proportion. 

Objective 1: By 1982, no more than 6,600 cases (22.3 per 10,000 

population) of gonorrhea per year. (In 1976, there 

were 6,515 reported cases of gonorrhea). 
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Currently no vaccines for gonorrhea are available for general distri

bution to the population. Biomedical research focusing on the de

velopment of a vaccine for one strain of gonorrhea, however, is under

way at the present time. Whether or not a vaccine for a particular 

strain of gonorrhea becomes available in the future, keeping the 

number of cases of gonorrhea to no more than 6,600 yearly by 1982 

will require continued efforts. 

velopment will also be required. 

Continued research into vaccine de

Emphasis should be placed on the 

value of funding existing programs at levels which will allow these 

programs to enploy the number of personnel necessary to improve 

tracing, case contact, and follow-up. 

If the communicable and infectious disease reporting system should 

significantly be improved then the number of cases of gonorrhea re

ported could rise above the 6,500 plus reported in 1976. The attain

ment of the objective must be weighed with the attainment of objectives 

in the service section of this plan which will result in a higher 

incidence of cases reported. 

Objective 2: By 1982, no more than 45 cases of infectious syphilis 

reported per year in the population. (In 1976, 45 cases 

of infectious syphilis were reported.) 

It is not expected that the incidence rate for syphilis will change 

dramatically in the next several years. There are several reasons 

for this. One, the number of persons in the age group in which 

syphilis is most prevalent will remain relatively constant over the 

next several years. Second, the number of reported cases of syphilis 

in all other age groups also is expected to remain constant. This 

wil l hold true unless there are significant breakthroughs in case

finding capabilities and reporting mechanisms or medical science 

develops an effective vaccine to prevent syphilis. 
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Services by kind,by settin~ by age of population served, by location. 

Budgets by service 

Desired System 

In a desired health system prevention and detection, maintenance and 

rehabilitation services would be coordinated. A network of well-baby, 

well-child, and well-elderly programs would exist in the state. They 

would provide for i111T1unizations against influenza and childhood diseases. 

They would supplement the private sector in meeting the immunization 

goals set in the health status section of the corm1unicable disease com

ponent. The network would provide services without regard for geographic 

location or ability to pay. 

Programs of screening for diseases in high risk populations, such as 

low income persons, potential diabetics or heart patients, preschool 

children and the elderly, would be readily available in quantity and 

quality to meet need and would be coordinated with as well as i111T1uniza

tion of at risk populations. 

In a desired system, services would be available in a variety of settings 

to facilitate access. The public would be aware of the availability of 

such services and would understand their value. Screening services pro

vided in an ambulatory or clinic setting would ensure a comprehensive 

referral program for continuity of service. 

Education about cooununicable diseases, most especially venereal disease 

help bring those who are infected to treatment sooner, encourage immuni-

- zation of i111T1unizable diseases and thereby limit the opportunity for 

further spread of the disease, open discussion about gonorrhea and syphilis 

would encourage young people to seek assistance or advice when they 
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suspect a problem. A person who knows about the symptoms of venereal -

disease, where to go for help, and the fact that treatment is confiden-

tial, would be most likely to seek ilTVllediate medical attention when in-

fected than one who did not. However, if venereal disease and other 

health education or information emphasizes guilt surrounding these dis-

eases, the end result may work against disease eradication. 

Coomunicable disease control of veterinary and infectious diseases would 

be addressed as it pertains to sanitation needs within the state. In 

addition the need for sanitation manpower would be identified. Licensed 

and certified physicians and nurses would be available to facilitate 

the needs of both rural and urban populations. Public health programs 

also would be efficiently utilized to meet the needs of high risk groups 

and the total population. 

Adequate funding would be appropriated for programs working toward an -

improved overall health status for area residents. Persons would want 

these services for themselves and their families and make positive 

efforts to ensure that these services are acquired. 

Education, personal preventive measures, early treatment and adequate 

funding are all part of a desired service system for communicable disease. 

Present System 

Costs for all Communicable Disease Services 

For i ndividuals who can afford to pay, and for individuals covered 

by Medicaid, irrmunizations and venereal disease treatment at a pri

vate physician's office present no financial problems. But for 

individuals who fall into the 11 near poor 11 category, (100 to 125% of 

poverty level) about 5.0% of all residents in Iowa, the cost of vac

cinations in private physicians• offices may be prohibitive. 

Throughout the State children in low income families tend not to 



receive the recolllTlended ilTITlunizations before school age. Thus, fi

nancial accessibility becomes a barrier to service unless public 

clinics or school illlTlunization services and reimbursement for venereal 

disease treatment and screening are available and accessible. Teen

agers without money on hand postpone seeing physicians for venereal 

disease treatment fearing bills will be sent to their homes. Since 

the enactment of the State mandatory immunization last year, ongoing 

free illlTlunization clinics are being held throughout the state. 

The cost of a complete regimen of vaccinations against the seven 

immunizable colllTlunicable diseases (diphtheria, measles, mumps, polio, 

rubella, tetanus and whooping cough) for one individual is $3.66*, 

although vaccinations are available per local public health clinics. 

Influenza vaccine is available at $1.00 per injection.** In 1975 

300,000 dosages of influenza vaccine were released by the Iowa De

partment of Health. The cost of early venereal disease, gonorrhea 

and syphilis treatment varies but is probably around $4.00; preferred 
treatment drug: aqueous procaine penicillin G. (A.P.P.G.) with one 
gram of probencid. 
In fiscal year 1978 the Division of Disease Prevention is spending 

$59,000 in T.B. surveillance, control and prevention, $48,000 in 

the area of veterinary public health, $132,000 for its irrmunization 

program and $164,000 in administration and epidemiology, in addition 

to the monies spent on venereal disease program. 

Costs of other programs in the state are not available at the time 

this section of the State Health Plan was written. 

The Iowa State Department of Health Venereal Disease Control Section 

spends each year about $182,000 in federal, and $144,000 in state 

monies on venereal disease control. But these monies allow for little 

more than keeping the number of cases from expanding. 

* Prices may vary based on the amount of vaccine purchased. 
**Vaccine may be less expensive if purchased in multi-unit dosages. 



AVAILABILITY AND ACCESSIBILITY 

Venereal Disease Control -

The Iowa State Department of Health - Venereal Disease Control Section 

is the central control and coordination agency in the state for all 

venerea l disease control efforts and programs. There a registry is 

maintained which contains information on each venereal disease case 

reported. All positive laboratory reports when received are checked 

against the registry of previously reported cases. If positive cases 

are not duplicative, the physician submitting the specimen is called. 

If clients have infectious venereal disease, permission is obtained 

from the doctor to interview the client so that other persons with 

whom that client has had sexual contact can be located and referred to 

medical attention as soon as possible. Preventive treatment is recom-

mended to the doctor for those patients who have not had time to de-

velop symptoms. This, thus prevent a case from developing and breaks -

the chain of infection. 

The Venereal Disease Control Section also fulfills requests for 

venereal disease infonnation received from schools. Presentations are 

requested by and given to schools, civic groups, and other organiza

tions. Staff from the Venereal Disease Section visits physicians and 

laboratories to encourage their prompt and complete reporting of 

cases and positive test results, respectively, and to provide litera

ture and information to them. If funds permit drugs used by physicians 

for the treatment of gonorrhea and syphilis are replaced to the phy

sician, upon his request when reporting the case. 

To identify persons infected with gonorrhea it is necessary that the 

Venereal Disease Control Section maintain and supervise field staff. 

This staff of eight public health representatives engage in a .wide 

variety of activities that help to identify morbidity. The public 
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health representatives are assigned to specific geographical loca

tions. The primary responsibilities of the epidemiologic staff are 

as follows: 

1. To interview all reported cases of gonorrhea in males and females 

for their sexual contacts that had occurred during a 30 day period 

prior to the onset of their disease. 

2. To refer these contacts for medical evaluation. 

3. To arrange for preventive treatment when indicated. 

4. To visit all private physicians in priority specialities. 

5. To visit all laboratories that do testing for venereal disease. 

Inmunization 

Inmunization is one of the most successful preventive medical pro

cedures ever ~evised, yet 30 percent of the 1976 first time school 

enrollees in this health service area (as indicated by their parents) 

were not fully inmunized against diphtheria, measles (rubeola), mumps, 

polio, rubella (German measles), tetanus, and whooping cough (pertussis). 

These are all diseases that could be close to eradication if more 

individuals would seek to be immunized. Yet this has not been done. 

Throughout the state health service area, inmunizations are generally 

available in various locales and a variety of settings. Presently, 

inmunizations against the seven childhood diseases and influenza are 
' · available in nearly all primary care physician offices. They are also 

available in some public health nursing offices on a routinely 

scheduled clinic basis, and in the public school system in certain 

areas if a specific conmunicable disease threatens to become endemic. 

Maternal and Child Health Centers also irrmunize infants and young 

children as part of their focus on preventive medicine. In 1976 there 

were five Maternal and Child Health Centers and ten Child Health 
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Centers (fonnerly Well-Child Conferences) in this State. 

These centers meet as needed in donated space, and participants 

are instructed in maternal and child health care, nutrition, and pre

venti ve medicine. 

Because of the imnunization law passed in 1976 by the State Legislature 

close to 97S of all school age children in publ ic schools are up-to

date in their inmunization schedules against rubella, rubeola, polio, 

diphtheria, tetanus, mumps and pertussis. To maintain this level 

continued monitoring and availability of vaccines are necessary. 

The group of children less than school age have not reached the de

sired 90% i11111Unizaiton level. However the level of irrmunizations 

found in this group is high. In a survey conducted by the State 

Health Department in 1977, 78. 1% of all two-year-olds, 73.1% of all 

kindergartners, 54.7% of all day care and 56.8% of all children in 

head start were fully imnunized at levels recomnended for their age 

groups. 

Consumer knowledge is one factor that is limiting utilization of 

irrmunization services. 

system in Iowa 

The acceptability of the existing inmunization 

is complicated by the fact that some individuals 

are uncertain of the value of irrmunization, especially if the rate of 

occurrence for irnnunizable diseases 1s low. This lack of knowledge 

about the appropriateness of immunizations impacts directly on client 

acceptability of the program. Many individuals are also uncertain of 

when and where to go to receive vaccinations. 

In this State , as in many areas of the country, there 
/ 

are and will continue to be individuals, who, for reasons of religious 

conviction or medical contraindication, will decline protection from 

the seven irrmunizable corrmunicable diseases via the preventive medical 

care technique of vaccine immunization. For these individuals, immun

ization will always remain unacceptable. 
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- I_n the state additionally a rtlbella testing program for pregnant women 

is carried out by the State Health Department and State Hygienic Lab

oratory. Vaccinations are provided postpartum to those women who are 

susceptible. 

TEMPORARILY IMMUNIZABLE AND NONI"'1UNIZABLE COMMUNICABLE DISEASES 

e, 

The State Health Department does not support mass i11111unizations for 

the total population at risk of becoming seriously 111 from 

prevalent viral influenza strains on a regular basis, as the cost/ 

benefit ratio does not justify such a program at this time. How

ever as for the 7 i11111unizable diseases, influenza vaccines are avail

able in doctors' offices, in clinics held by local public health 

nurses each year, ·and additionally in many places of employment. 

Local public • 
health i11111unization clinics are usually available at only one site 

in the county, and consequently available only to individuals with 

access to some form of transportaiton. (In Iowa about 12 percent 

of the households do not have an automobile available.) 

comnun1cable diseases which are not 1mmunizable - zoonotic and 

other noninmunizable diseases are monitored and controlled through the 

State Health Department. Zoonoses such as rabies and encephalitis in 

animals, and human cases of salmonellosis and trichinosis, and human 

and animal cases of brucellosis are reported to the State Health 

Department. 

Epidemiologic investigations are conducted where the surveillance 

procedures indicate this is necessary. The extent of the investiga

tion varies greatly depending upon several factors such as the 
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\nd 
disease itself, reservoir, animal species, extent of the problem. 

Investigations may be limited to data collection by telephone 

or correspondence on an individual case or to full scale epidemiolog

ical investigations lasting years in some instances. 

Also involved in this surveillance and control of zoonotic diseases 

are the Iowa Department of Agriculture, Iowa State University College 

of Veterinary Medicine, the State Hygienic Laboratory, the Iowa 

Veterinary Diagnostic Laboratory, local health departments, local and 

state Veterinary associations and individual providers. 

Educational activities are undertaken by these agencies to make indi

vidual citizens aware of precautions that will prevent zoonotic dis

eases, such as having their pets vaccinated for rabies and making 

sure the pork they eat is cooked well. 

Activities in the state to control zoonotic diseases have been fairly 

successful, rabies, brucellosis, trichinosis and encephalitis and 

salmonellosis have low incidence rates in the state. 

Other conmunicable diseases such as hepatitis, meningitis, strepto

coccal infections, chicken pox,tuberculosis, and gastrointestinal 

viral infections are also mo~itored and controlled through the State 

Health Department's Section of Disease Prevention. 

This Division provides technical assistance and educates doctors and 

public health personnel regarding communicable disease outbreaks. 

Weekly morbidity reports and three or four times a month disease 

bul l etins are sent to local providers which inform them of significant 

trends and patterns in communicable inmunizable and nonimmunizable 

diseases. 

I 

Food related outbreaks of infectious diseases are also reported to -

and investigated by the State Health and County Health Departments. 
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SERVICE GOALS AND OBJECTIVES 

VENEREAL DISEASE 

GOAL: VENEREAL DISEASE CONTROL INCLUDING PREVENTION AND TREATMENT 

SERVICES AVAILABLE IN SUFFICIENT QUANTITIES TO MAINTAIN OR LESSEN 

THE PRESENT RATES OF SYPHILIS AND GONORRHEA 

Availability 

Objective 1: Increase venereal disease awareness in all segments 

of Iowa society having venereal disease education 

with special concentration on all junior and 

senior high public schools as a part of a compre

hensive school health education program by 1982. 

An aware public is not as likely to contract venereal disease, 

or, if they should become infected, not as likely to go without 

proper medical attention. The principal thrust of these activ

ities takes the mass approach through newspapers, radio and 

television. Local task forces and speakers bureaus, both con

sisting of interested volunteers, are encouraged and supported 

by the State and local health departments. 

Since health education, including venereal disease, is sometimes 

available in schools, workshops for teachers on the subject are 

presented by State Health Department staff. A resource guide and 

a pamphlet have been developed and are used for this and other 

activities. Both are provided to the public without charge per 

the State Health Department. Appropriate films are also avail

able at no fee. 

The public health and school nurse currently provide in many 

counties infonnation to teachers and students about venereal 

disease. Although, in the case of the public health nurse, 
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preventive education 1s often low priority because of the scarcity 

of personnel. 

Efforts will be made to continue to provide private physicians 

with the latest medical information as well as encourage report

i ng of morbidity. 

The State Health Department will carry out the following activ

ities this year to help implement this objective: 

Work with Iowa school personnel (i.e., Iowa Association of 

School Boards, Iowa Department of Public Instruction) to 

implement venereal disease instruction in the schools. 

Conduct mass awareness campaigns through the 20 television 

and 104 radio stations in Iowa and neighboring cities in 

other states to provide for the education of the post 

school age citizens. 

Provide 2,200 private physicians with any new information 

pertinent to diagnosis or treatment. 

Provide material and technical support as requested to the 

five speaker bureaus in Iowa. 

The evaluation of this objective can in part be measured by the 

afore mentioned activities. To accomplish this obje1tive, as it 

applies to school health education, additional state monies will 

be required. 

LRRA: By 1980 a statewide task force to prepare and adopt a plan of 

action and position paper on school health education will be 

convened. This work of the task force will be the basis for 

gaining needed support for comprehensive school health education 

in the state. The task force will have a representative of the -

State Health Department Venereal Disease Section. The plan of 
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action will identify costs, personnel requirements and implemen

tation strategy. 

Some money will be required to cover the paper and travel expenses 

of this task force. 

Actors in this statewide task force include: 

Quality 

Public/school health nurses 

Department of Public Instruction 

Area Education Agencies 

Iowa Association of School Boards 

Iowa Association for Health, Physical Education, and Recreation 

State Health Department 

State Department of Substance Abuse 

3 Health Systems Agencies in Iowa 

Objective 2: Data capabilities that will provide the necessary 

statistical information to evaluate the gonorrhea 

screening program in the State Health Department 

maintained and developed by 1982. 

Since the inception of the mass screening program to detect 

gonorrhea in asymptomatic females, it has been obvious that a 

method was needed to analyze and interpret the information which 

the program generated in order to manage and refine the program 

and make it more efficient. Due to the volume and to the complex

ity of the information, the system which was chosen is that of use 

of Automated Data Processing. This system informs the State 

Health Department as to which providers are most productive, what 

population characteristics make up the high risk groups (by age, 

sex, geographical location) and provide a degree of inventory 

control. 
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Because of the speed and efficiency of this system, less man hours 

are necessary for processing data. This frees clerical and super

visory staff for concentration on other administrative and epidem

iologic activities. 

This object is already being implemented. No additional state 

monies will be required. 

SRRA: The Venereal Disease Control Section of the State Health Depart

ment will obtain an annual readout by individual physicians and 

processing lab showing the number of cultures done and the per

centage of positive tests. 

Cost 

Objective 3: Reimbursement for doctors treating those persons ex

posed to venereal disease and medically indigent 

should be available by 1980. 

Previous to 1977 doctors who treated or tested for syphilis and 

gonorrhea in persons unable to pay for such treatment .negotiated 

a fee with the State Health Department (maximum $10 for their office 

call). The Department up until that time also provided to physi

cians drugs and lab tests free of charge. Lab tests, and to a 

limited extent drugs are still provided through the Department free 

of charge. But, because of cuts in state appropriations reimbursement 

for office calls ·is no longer provided. This reimbursement not only 

allowed for quick treatment of the indigent (usually teenager) who 

otherwise might postpone treatment until enough money was saved but 

also encouraged doctors to report cases as they had to contact the 

Department to receive reimbursement. 

Previously the Health Department's budget was about $11,000 

for this service. $15,000 is n·ow thought to be the amount that 
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would be required to carry this function out in the future due to 

inflation and the expanded population at risk. 

Federal contract with the State Health Department prohibits federal 

monies being spent for medications or direct treatment. 

LRRA: By 1980 the State Health Department will seek $15,000 in funding 

from the State Legislature for these VD treatment fees. 

Objective 4: Medications in kind should be available for all phy-

sicians treating syphilis and gonorrhea by 1980. 

Currently because of reduced state appropriations and federal re

quirements disallowing federal reimbursement for medications, phy

sicians are not given in kind medications for drugs used to treat 

venereal disease. Sometimes no drugs are available to 11 reimburse 11 

the physicians. Cheaper drugs now affordable are not always the 

most effective. 

To implement this objective $35,000 more in state appropriations 

is needed. 

LRRA: By 1980 the State Health Department will seek $35-30,000 

in funding from the State Legislature for drugs in-kind for 

VD treatment. 

Availability 

Objective 5: By 1980 95% of exposed gonorrhea contacts given 

preventive treatment. 

The number of persons interviewed with cases of gonorrhea by public 

health representatives and the number of subsequently named contacts 

given by those contacts interviewed was 11,292 in 1976; 4,604 cases, 

and 6,688 exposed contacts. Of those 6,688 persons exposed 3,020 

were eligible for preventive treatment and 95% of that 3,020 were 

treated. 
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Eligible for preventive treatment applies to contacts who were found 

and had not yet developed the disease. Contacts found and testing 

positive were given curative treatment. 74,516 specimens were pro

cessed in 1976. Of that number 3.3% or 2,459 tested positive. 

Screening 1s accomplished through an agreement with the State Hygienic 

Laboratory. A bacteriologic culture system known as Jembec is pro

vided to physicians for use in detecting gonorrhea infection in their 

patients. Specimens inoculated onto the Jembec culture plates can 

be mailed since the system includes a tabl et which generates a carbon 

dioxide which is necessary for the survival of the organism. 

Epidemiology consists of interviewing infected patients for their 

sexual contacts during the period of time when they might have been 

infected until the time they were treated. The patient received the 

infection and had the opportunity to pass it on to others during this 

time span. The sexual partners named by the infected person are con

fidentially located and referred for medical evaluation. 

This objective can be evaluated through the following activities: 

(a) To maintain gonorrhea screening of females age 30 and 

under at a level of 70,000 per year. 

(b) To culture 35,000 females during the period July, 1978 

through December, 1978. 

(c) To culture 35,000 females during the period January, 

1979 through June, 1979. 

(d) To correlate smear and culture results on all males during 

one clinic session per month for qual i ty control purposes. 

(e) To finalize the procedure for the reporting by hospital 

emergency rooms and follow-up of females with PIO who are 

infected by gonorrhea. 
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(f) To ensure that 65% of male and female clinic patients re

turn for test-of-cure. All women being tested at both 

cervical and rectal sites. 

(g) To process test-of-cure failures and 10% of all positive 

cultures for penicillinase-producing Neisseria Gonorrhea 

organisms. 

(h) Assure that 60% of reported gonorrhea cases are interviewed 

within 10 days of assignment. 

(k) Daily review of case control records to assure that 95% of 

all eligible examined contacts are given preventive treatment. 

(j) Weekly review of delinquent case control records and con

sultation with case worker to assure that 85% of the con

tacts from reported cases are located and referred for 

medical evaluation. 

No additional monies will be needed to accomplish this objective. 

LRRA: By 1980 the State Health Department will increase the per

centage of all contacts in the State interviewed and con

tinue to give preventive treatment to 95% of those contacts 

interviewed. 

Cost estimates are not available but if increased costs are 

involved federal monies will cover them. 

IMMUNIZABLE COMMUNICABLE DISEASES 

·GOAL 1: HERD IMMUNIZATION LEVELS IN THE POPULATION AGAINST DIPHTHERIA, 

RUBELLA, RUBEOLA, POLIO, TETANUS, MUMPS AND PERTUSSIS (WHOOPING 

COUGH) IN ORDER TO PREVENT THE SICKNESSES AND DISABILITIES RESULTING 

FROM INDIVIDUALS CONTACTING THESE DISEASES. 

Irrvnunization is one of the most successful medical procedures ever 

devised, yet 27 percent of the 1976 first time school enrollees in 
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Iowa (as indicated by their parents) were not fully inmunized against 

diphtheria, measles, mumps, polio, rubella, tetanus, and whooping -

cough (pertussis). These are all diseases that could be eradicated 

if individuals were immunized. Yet eradication has not been achieved. 

Objective: By 1982 a 90% of the population immunized against the 

seven recorrmended immunizable communicable diseases. 

LRRA: Iowa's immunization law will continue to be enforced. 

LRRA: The parents of children in day care centers, head start 

programs, and preschools whose children are not immu

nized will be encouraged to have their youngsters 

immunized. 

TEMPORARY OR NON-IMMUNIZABLE COMMUNICABLE DISEASES 

GOAL: AN INCREASED NUMBER OF CH~ONICALLY ILL AND OTHER HIGH RISK RESIDENTS 

IMMUNIZED AGAINST INFLUENZA AND INFLUENZA-LIKE DISEASES IN ORDER TO 

PREVENT UNNECESSARY MORBIDITY AMONG THESE POPULATIONS. 

By raising the number of chronically ill and high risk individuals 

who are immunized against the more prevalent virulent drift of in

fluenza virus, the number of preventable deaths among this target 

population can be reduced. Individuals in this group generally have 

lower levels of natural resistance to disease than do individuals in 

other segments of the general population. Because of their lower 

levels of resistance, these individuals more easily succumb to a 

disease such as influenza and its complications. Higher levels of 

immunization of individuals in this group would strengthen their 

resistance to disease and afford each recipient of the immunizations 

an improved opportunity to avoid unnecessary il l ness and possible 

death . 
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By 1982 70% of chronically ill or high risk individuals 

(approximately 280,000 residents) immunized each year 

against the more prevalent virulent drift of influenza 

virus with the vaccine recoomended for use during that 

year. 

Currently the State Health Department receives each year enough doses 

of influenza vaccine to vaccinate about 20% of estimated 400,000 per-

sons in the high risk population. Secretary of HEW has set a priority 

in vaccinating the at risk population against influenza. By vaccinating 

280,000 individuals each year by 1982 it is hoped that the chronically 

ill and high risk segments of the population will be protected against 

the expected prevalent influenza virus, and consequently experience fewer 

preventable deaths and severe illness due to influenza. This objec-

tive will help to achieve the goal by raising the level of i11111unized 

individuals in the chronically 111 and high risk categories. Higher 

levels of inmunization would strengthen natural resistance to in-

fluenza and afford each recipient of the immunizations an improved 

opportunity to avoid illness or death. 

Insufficient funds are available at this time to increase the number 

of vaccine to 400,000 - the approximate number of people at risk. 

LRRA: The State Health Department will distribute the necessary 

influenza vaccines free of charge. Vaccines will be given 

by local clinics and physicians. Costs of the additional 

vaccines will be shouldered by federal government. 



HANDICAPPING AND DISABLING CONDITIONS 

Disabilities are limitations of a person's activities. 1 Disabilities may be 

temporary or long-tenn. They may be induced by acute or chronic illnesses. 

In this section we will discuss only long-tenn (chronic) disabilities caused 

by chronic conditions2 or impainnents. 3 

Long-tenn disabilities or activity limitations may be severe (resulting in 

an inability to carry out major activities), major (resulting in some amount 

or kind of major activities limitation), or mild (resulting in limitation but 

not with regard to major activities). Major activities are school, house

work and employment or business activities. 

All data given here is representative of the noninstitutionalized populations. 

All data presented here on prevalence and severity of chronic disabilities 

will be prior i tized based on: 

l) Prevalence of disabilities and conditions (the number of cases occur

ring in a given time period) 

2) Severity (morbidity and mortality resulting from chronic conditions) 

and duration (length of time disability lasts) 

3) National priorities and HSA Health Systems Plans 

PREVALENCE OF CHRONIC CONDITIONS4 

Circulatory and heart conditions accounted for more of the 10 most prev

alent chronic conditions in the nation from 1969 through 1972 than any 

other major class of chronic conditions. Three of the 10 most prevalent . 
chronic conditions under circulatory conditions were: hemorrhoids 

with 47.4, hypertension with 60.l and heart disease with 50.0 cases per 

1,000 persons. 
1Limitations of Activity Due to Chronic Conditions, US-1977, US DHEW, pp 57-60 
2chron1c conditions are conditions I) lasting more than three months, 2J or which 

are among a list of conditions considered chronic re9ardless of date of onset. A 
3Impairments are chronic or permanent defects, permanent 1n nature, resulting from W 

disease, injury, or congenital malformations. 4This analysis is based on national data. The source of this information is Prevalence 
filo~~c~gb;;~~og;;f~g~ g5dt~Ib2~~i;Y~;£f~ibc~~~~0~~oJMfa~dn_al,~t5:a~~;1~s aoct 
No. 109, DHEW pub ication No. H , ,7 - 53 , 9 7. 
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-
More than 23 million Americans have hypertension or high blood pressure -

that's about one out of seven white adult and one out of four black adults. 

By properly treating and lowering blood pressure, the chance of stroke, 

heart disease, and kidney failure can be reduced. 
I 

' The National High Blood Pressure Education Program of the National Insti-

tute of Health estimates that of all hypertensives, 40% are not aware 

that they have high blood pressure, 20% are aware but not on therapy, 20% 

are on inadequate therapy, and 20% are on adequate control. 

The general class of respiratory conditions with a rate of 157.2 per 

1,000 persons came close in prevalence to circulatory diseases among the 

10 most prevalent chronic conditions. Nationally, chronic sinusitis and 

hay fever were the two respiratory diseases among the 10 most prevalent 

chronic diseases accounting for the 157.2 cases per 1,000 persons. 

Two musculoskeletal conditions, arthritis with 92.9 and impairments of 

the back and spine with 39.9 cases per 1,000 persons were among the 10 

most prevalent conditions and resulted in musculoskeletal being third 

among the major chronic conditions represented by the ten leading chronic 

conditions between 1969 and 1972. 

Hearing impairments with a rate of 71S were the fourth most prevalent 

major grouping of chronic conditions found among the 10 most prevalent 

chronic conditions. Vi sua 1 impairments was the fifth major group· with a 

prevalence rate of 47.4 per 1,000 persons. (See appendix, Table 1 for 

more detai11 



PREVALENCE OF CHRONIC DISABILITIES1 

Musculoskeleta12 
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During 1975 in the U.S. and in a 12 state reg i on including Iowa 

39.8% of all disabilities were caused by arthritis, rheumatism, 

other musculoskeletal co~ditions and paralysis. This is a higher 

' percentage than any other major ~lass disabil i ty. 

In our region arthritis accounted for 20.6% and musculoskeletal im

painnents and paralysis for 19.2% of all disabilities from chronic 

conditions. 

Vocational Rehabilitation Services of Iowa 1 s State Department of 

Public Instruction (DPI) in 1969 predicted the number of disabled 

persons Iowa would have in 1975. Aggregating conditions and im

pairments somewhat differently than the National Health Interview 

Survey, 3 it predicted that 92.~50 Iowans would have orthopedic de

fonnities, impainnents, absences or amputations; and that another 

34,230 would have other related conditions including paralysis. 

Accounting for a total of 32% of all chronically disabled Iowans, 

musculoskeletal conditions were estimated to be the leading cause 

of disability in the State. DPI projected that of that 32% (127,180) 

disabled 51% would be 65 and over and 73% would be 45 and over. 

1For unknown reasons the National Health Interview Survey appears to have missed 
the mentally retarded in their count of causes of prevalent chronic disability 
in the region and in the nation. DPI estimated 66,910 were so disabled in 1975 
in Iowa, 39% of whom were under 17 years of age. This makes mental retardation 
the third leading cause of disability in noninstitutionalized persons in Iowa. 
Services for the health status of the mentall~retarded are addressed beginning 
on page 

2The source for this national and regional prevalence data was Limitations of 
Activity Due to Chronic Conditions, U.S. 1974, Series 10, Number 111, US DHEW. 
The 12 state region mentioned above includes, Michigan, Ohio, Indiana, Wisconsin, 
Minnesota, Iowa, Missouri, North Dakota, South Dakota, Kansas, Nebraska .. 

3 The DPI Iowa estimates are based upon 1969 National Health Interview A 
Survey data. ihe DPI publication is Vocational Rehabilitation, Part 2, A Plan W 
For All Iowa, Harbridge House, Incorporated, 1968, , 
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Circulatory 

Chronic cirulatory and heart conditions were the second leading cause 

of disability in 1975 in Iowa, behind orthopedic conditions. They 

were second also in the region and the nation causing 30% of all dis

abilities regionally. Chronic cirulat1on conditions caused 18% of 

all disabilities in Iowa according to the DPI study. Fifty-eight 

percent of the 18% or 42,990 persons were 65 and older. Eighty-one 

percent were 45 and over. 

Respiratory 

Chronic respiratory conditions, including asthma, bronchitis, emphy

sema, hay fever and others were the third leading cause of chronic 

disability regionally and nationally in 1975. They determined 10.9% 

of all chronic disabilities regionally. 

DPI estimates ranked chronic respiratory conditions as the eighth 

leading cause of disability, occasioning 3% of all disabilities in 

Iowa. Iowans so disabl~ were estimated to number 12,920. 

Three percent of the 7.5% discrepancy in percentages between Iowa and 

the region is due to the fact that DPI categorizes hay fever in a 

class with allergies, endocrinal (including diabetes) and metabolic 

disorders, which rank as the fourth most prevalent cause of disabil

ities in Iowa. Regional data associated hay fever with respir,atory 

conditions. 
I DP! places 37% of respiratory caused disability among persons 65 and 

ove~ and 70% among persons 45 and over. 

Digestive 

The category of chronic diseases of the digestive system was ranked 

fourth as a cause of chronic disability fn the region, accounting for 

6.3% of all disabilities in 1975. Hiey were- fifth in 1975 in Iowa 
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according to Del, accounting for 23,240 or 6% of all Iowans with dis

abilities. Seventy-nine percent or 18,260 of those Iowans were 45 

and older, and 47% were 65 and over. The discrepancy in ranking is 

due to the variations in categorization in the regional or state data. 

Visual 

Visual impainnents were the fifth most prevalent chronic disability 

in the region in 1975 with 5.5% of all disabilities. DPI ranked them 

seventh in prevalence affecting 3-4% of all disabilities in Iowa. 

Over 75% of those visually disabled in Iowa were 65 and over, 86% 

were 45 and over. The Iowa ColTITiission for the Blind estimates that 

a little over 6,000 Iowans are blind and that about 600 Iowans become 

blind each year. Diabetes, a disease among the fourth ranked group 

of conditions causing disability statewide, probably causes 18% of 

all blindness. 

Endocrinal 

Diabetes in DPI estimates is included along with allergies, nutritional 

and other endocrinal disorders in a category ranked as the fourth 

cause of disability in Iowa as stated earlier. This category accounted 

for about 5% of all disabilities in Iowa. Sixty-one percent or 13,760 

of that 5% were 45 and olqer. The percentage in Iowa of diabetes 

caused disabilities are comparable to Regional percentag~for such. 

However, diabetes of itself ranks sixth among causes of disabilities 

regionally. 

Mental/Nervous 

Mental and nervous conditions were ranked as the seventh most precipi

tating cause of disability in the region. DPI ranked mental, psycho

neurotic and personality disorders as the sixth and other specific 

disorders of the nervous system as the 12th leading cause of disabil-

ities in Iowa. Together these latter two categories accounted for 



about seven percent or 26,340 disabilities in Iowa in 1976. Of those 

disabilities 60% were among persons 45 and over, 32% among persons 

65 and older. 

Neoplasms 

Neoplasms, malignant and benign were the eighth cause of disability 

in the region. CPI ranked them 11th estimating they were responsible 

for 5,020 disabled Iowans in 1975. This regional-state discrepancy 

in ranking fs wiped out when one considers that two previously ranked 

categori.es. . .wnich DPI listed separately have been .lumped in the regional . 

study, and that the CPI study includes the category mental retardation 

which the National study does not. DPI estimated that 72% of those 

5,020 persons disabled from neoplasms are 45 and older, and that 40% 

were 65 and over. 

Hearing impafnnents were the ninth ranked cause of disability regionally 
in 1975. The Iowa State Department of Public Instruction ranked them tenth, 
estimating there were 5,870 hearing disabled persons in the state. One point, 
five percent of all disabled were hearing impaired. The Deaf Services Section of 
the Iowa State Department of Health cites the National Census of the Deaf Population** 
conducted in 1971 in projecting the numbers of hearing impaired and deaf* in Iowa. 
Whether a hearing 1mpa1nnent or deafness results in a "disability" as we are using 
the term here is in large part a function of the age of the impainnents onset. Persons 
deafened before the age of 19 or prevocationally deaf suffer the greatest economic 
consequences of all deaf. Prelingually deaf persons do even less well in the job 
market. The prevocationally deaf receive a 11 different11 kind of schooling, often 
residential and college is not often practical. 

While deaf males are employed somewhat more frequently than white males in 
general; but deaf females and nonwhite males have higher unemployment roles. Under
employmerrt is greater and lower then average incomes (72% of U.S. average for 
prevocationally deaf) plague of deaf. 

According to the National Census of the Deaf, 6,778 Iowans of all ages are 
or were prevocationa 1 ly ·aeaf ·and another 20,274 are deaf who were deafened after 
age 19. 

There is a large discrepancy between the Department of Public Instruction 
and the National Census of the Deaf. However, it is significant to note that the 
number of hearing impaired Department of Public Instruction projects to the disabled, 
5,020 is close to the 6,778 which the National Census of the Deaf considers to be 
the population most impaired economically and psychologically. 

*Deafness is defined as significant bilateral hearing impairments, which 
result in the inability to understand speech, the ability to hear and understand 
only a few words, or the abili~y to hear and understand most but not all nonnal 
speech. 

**Source: The Deaf Population of the United States. 
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Genitourinary 

Diseases of the genitourinary system ranked tenth nationally and 

regionally as a cause of disability, and ninth in the State in 1975. 

DPI estimated 11,800 disabled persons were impaired because of geni

tourinary disorders, approximately 69% of whom were 45 and older, 

and 41% of whom were 65 and over. 

State Health Officials estimate that at any one point in time 150 

persons need kidney transplants. Most persons wait many months for 

such transplants as four to six per month are performed at the 

University of Iowa. At the end of January, 1978; 246 persons were 

on dialysis in the state and 208 persons with organ transplants 

were still living. 

Sunmary 

Overall, DPI estimated that persons less than 17 accounted for 10%, 

persons 17-44 - 23%, persons 45-64 - 25%, and persons 65 and over - 42% 

of the 393,590 disabled persons in Iowa in 1975. Regionally, its 

estimated that of the 7,675,000 disabled (excluding mentally retarded) 

34% were less than 45, and 66% were 45 and over. Orthopedic impairments, 

circulatory condition, -and mental retardation were the three leading 

causes of chronic disability in Iowa according to DPI data. 

SEVERITY AND DURATION OF CHRONIC DISABILITY 

Circulatory 

Heart disease has been the leading cause of death in Iowa every year 

from 1970 through 1975, mainly because for all five-year-age-cohorts 

44 and over (44-49, 50-54, etc.) heart disease was the primary killer. 

Heart disease, cerebrovascular disease, arteriosclerosis and other 

diseases of the arteries, arterioles and capillaries have been four -

of the 11 leading causes of death in the state for each year between 



1970 and 1975. Circulatory diseases were the fourth cause of hospit

alization in Iowa 1n 1975. They were the first cause of hospitaliza-

tion for persons 45-64 and 65 and over that year, total circulatory 

conditions accounted for 10% of all hospitalizations. 

Respiratory 

The chronic respiratory conditions of bronchitis, emphysema and 

asthma ranked from 1970 through 1975 as the seventh leading cause of 

death in Iowa. Respiratory conditions have been the second leading 

cause of hospitalization in Iowa in 1915, accounting for 11% of 

all hospitalizations. They were the first cause of hospitalizations 

for persons 19 and younger, and the third cause for persons 65 and 

over. 

Digestive 

Diseases of the digestive system, mainly ulcers and hernias, have 

been the first leading cause of hospitalization in Iowa in 1975, but 

they have not been among the ten leading causes of death since 1970. 

Diabetes 

Diabetes has been the seventh leading cause of death in Iowa for every 

year from 1970 through 1975, but was not ranked among the 10 major 

causes of hospitalizations in the state in 1975. 

Sense/Nervous 

Diseases of the sense organs and nervous system have been the 10th 

leading cause of hospitalization in the state in 1975. - "Ois~ases of 

eyes accounted for 37% and diseases of the ear 23% of these hospitaliza

tion. Neither of these categories were among the leading causes of 

death. 

Neoplasms 

Malignant neoplasms have been the second leading cause of death fn 

Iowa for every year between 1970 and 1975. The most frequently 



deadly cancers have been of the lung, ovary, uterine, breast, pros

tate and bladder. 

The most prevalent have been those cancers of the prostate, breast, 

bronchus and lungs and rectum. 

Malignant neoplasms were seventh leading cause of hospitalizations 

in Iowa in 1975. For persons less than 19, they were the sixth lead

ing cause of hospitalization. 

DHEW estimated in 1974 that 14% of the U.S. population is chronically 

disabled (MRs excluded). Seventy-two percent of these disabilities were 

mild, 53% major and 25% severe, Of those persons with severe disabil

ities, 88% were 45 and over. Of those persons with major disabilities, 

69% were 45 and older; somewhat less than seven percent were under 17 

years. 

Of those persons mildly disabled 57% were 45 and older and 17% were 

less than 17 years old. -

Additionally, for all of these levels of disability, persons 45 and 

over were more likely to have been disabled for more than five years, 

while the younger population was more likely to have been disabled 

less than one year. All age groups were about equally likely to be dis

abled from one to four years, whether mild, major or severe disabilities 

were involved. 

HSA AND NATIONAL PRIORITIES 

The Department of Health Education and Welfare, in December of 1977 es

tablished 1 general national goal with regard to health status, and 

seven subgoals. 

Four of those subgoals pertain to our analysis of chronic and disabling 

conditions. They are: 

(l)C Preventable morbidity and mortality from noncorrmunicable 

diseases and conditions should be reduced to the lowest rate 

reportable in comparable population. 



(1)0 Deaths from accidents and violence should be less than 60/100,000 

persons for the nation. (Although this subgoal talks about 

death,acc1dents are a major cause of the physical impainnents 

and paralysis of the disabled. 

(l)E (a) The incidence and prevalence of mental illness should be 

reduced. (An indepth analysis of mental health 1s given in 

the mental health section of this plan). 

(l)F An increasing portion of persons with chronic disabilities 

should be enabled to function to their fullest. 

The lessening of handicapping conditions appear to be of high national 

priority. 

Both the Illowa and Iowa HSAs have health status goals in their health sys

tems plans addressing the reduction of activity limitations due to chronic 

conditions. Additionally Illowa addresses in a goal reducing mortality 

rates due to the 8 leading causes of death in the Illowa area. All but 

one of these causes contributes to the most prevalent handicapping 

conditions. 

The Iowa Health Systems Agency has another goal, which -speaks to reducing 

the complications from chronic and degenerative diseases in later life. 

Among the Midlands HSA 1s 22 top priority service and status goals, mor

tality from chronic diseases of t~e heart, respiratory system, circulatory 

system, and myeloid lukemia are priority areas. 

Sumnary - Handicapping and Disabling Conditions i n Iowa 

Persons 45 and over, particularly those persons age 65 and over, are at 

higher risk than persons ress than ·45 of being disabled due to chronic 
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conditions and impainnents. They are particularly at risk to be disabled 

from chronic circulatory, musculoskeletal and chronic respiratory conditions.

Lessening the prevalence and severity of disabilities in all age groups, 

but most especially for persons 45 and over, entails lessening the prev-

alence of chronic conditions. This task is not easy. Chronic conditions 

are often the result of lifestyles well established by age 45 as well as 

predisposing genetic factors. Interventions can prevent some chronic 

conditions through education, treatment, and regulations (such as occupa-

tional and highway safety standards) but seldom do interventions . cure 

them, no matter what the age group. 

Among persons less than 44 years of age, mental retardation followed by 

musculoskeletal conditions, and mental/nervous system disorders are the 

most prevalent disabling chronic conditions. For this age group preventing 

chronic conditions and disabilities is often more feasible than for 

persons 45 and over. Education, regulation and treatment again are the 

key interventions. For the middle age cohorts of persons 17-44 years of 

age chronic circulatory and respiratory conditions also begin to become 

significant causes of disability. 

HEALTH STATUS GOALS 

GOAL:THE REDUCED INCIDENCE OF ACTIVITY LIMITATIONS (DISABILITY) IN PERSONS 

WITH CHRONIC CONDITIONS SUCH THAT POPULATIONS 11 AT RISK 11 ARE MORE ABLE 

TO INDEPENDENTLY FUNCTION. 

The goal addresses improving the quality of life. 

Objective 1: By 1982 only 4.5% or 135,173 persons of Iowa being disabled 

from musculoskeletal amputations, impairment and paralysis. 

In 1975 an estimated 4.5% or 127,180 persons were so disabled. Reducing 

musculoskeletal caused disability and paralysis is a matter in part of -

greater occupationa, recreational, home and highway safety. In those 
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persons 45 and over such impairments tend to be more long lasting and 

more severe than in persons younger than 45 years. Although many chronic 

conditions in the population of persons 45 and over cannot be eliminated 

the disabilities they cause can be lessened through maintenance services, 

proper exercise and health services monitoring and follow-up of the 

condition. 

Objective 2: By 1982 a rate of 520.0 deaths per 100,000 persons from 

the major five classifications of circulatory diseases 

causing death. (heart disease, stroke, arterioscl~rosis, 

hypertension and other diseases of the arteries, arteriole, 

and capillaries. 

In 1975 the death rate from circulatory disease was 534.3 per 100,000 

persons, in 1970 the rate was approximately 588.8 per 100,000 persons. 

In the five year period from 1970-75 the death rate from these diseases 

decreased about 10%. 

6.8% of Iowa's population in 1975 disabled as a result of chronic circu

latory diseases including hypertension, arteriosclerosis, chronic heart 

disease, and hemorrhoids. Effective hypertension education and follow

up has begun to reduce the prevalence of hypertension and its effects. 

Lifestyle changes resulting from health education emphasizes the role 

of eating, smoking and exercise in the past decade or so have begun 

to reduce the mortality rates from chronic circulatory disease. How

ever this rate particularly among that group 45-65 can still be lowered 

even further. 
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Analysis 

In tenns of ameliorating or preventing disabilities, one must look at 

the factors that contribute to the diseases and conditiornwhich create 

the disability. 

The table on the next page marks off thosecontributing factors. 

Health care interventions which take to task the lifestyle, environ

mental, and family history/genetic factors listed,can prevent as well 

as ameliorate chronic diseases !!!9 so their disabilities. Health care 

services which detect, diagnose and treat conditions can only amelio

rate, or keep from worsening, or causing too much pain in an already 

existing chronic condition, and thereby lessen or prevent disability. 

Preventive services and knowledge development are two of seven national 

priorities listed in the National Forward Plan for Health FY 1977-81. 

Our own enabling legislation, P.L. 93-641, lists 10 national priorities, -

three of which relate to disease prevention/early detection, and educa-

tion. They are: 

4} The training and increased utilization of physician assist

ants and nurse clinicians. (Who patient educate as well as 

screen in such settings as well-elderly and child health 

clinics), 

8) The promotion of activities for the prevention of diseases, 

including studies of nutritional and environmental factors 

affecting health and the provision of preventive health care 

services, 

10} The development of effective methods of educating the gen

eral public concerning proper personal (including preventive) 

h.ealth care and .methods for effective use of avDidable. health 

services. 
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FACTORS CONTRIBUTING TO DISEASES CAUSING DISABILITIES 
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Two of the HSAs in Iowa have prioritized comprehensive school health 

education services which the third discusses in its HSP th~ need for 

health education in public and nonpublic schools' 

Additional services which are HSA priorities and affect most chronic 

conditions and disabilities are: 

Home Health Services - all three HSAs 

Hypertension Screening - Iowa HSA 

Long-tenn Care Facilities Availability - Illowa HSA. 

Because of the national and HSA priorities mentioned, the following 

service areas are addressed in this year's State Health Plan: 

ColllTlunity Health Promotion and Protection Services 

1) School Health Education, K-12 

Health in other settings, the work place, inpatient 

and ambulatory care settings, the convnunity - congregate 

meal sites, adult education classes are also important, 

but will not be taken into consideration this year. 

Prevention and Detection Services 

2) Genetic Counseling 

These services are discussed in the maternal and child 

health section of the Plan. 

3) Well-Elderly Clinics 

4) Hypertension Screening 

Provider education as well as follow-up services are 

going to be discussed. 

Rehabilitation Services 

5) Home Health Care 

Institutional rehabilitation services will not be dis

cussed except as- they touch upon home health care. 
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For the most part, any discussion of facilities will be 

limited to the State Medical Facilities Plan to be writ

ten by the SHPDA later this year. 

6) Adult Day Care Services 
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COMMUNITY HEALTH PROMOTION AND PROTECTION SERVICES 

Convnunity health promotion and protection services are directed at the com

munity level toward improving the personal behavior of convnunity residents 

and improving the quality of factors in the environment which affect health. 

Included under our definition of Community Health Promotion and Protection 

Services are education, occupational health, food protection, and environ

mental concerns. In this analysis of community health promotion and pro

tection services that relate to the problem of handicapping disabilities 

only education is considered. Although other of these services do touch 

upon handicapping conditions as shown on page · they will not be addressed 

this year. (The environment is addressed beginning on page ). Education 

in the school and public health education are touched upon here. 

School Health Education 

Indicators 

Number of certified teachers,by number of certified teachers teaching 

Classes offered by number of students enrolled by location 

Costs per pupil enrolled 

Desired System 

The costs of the ideal system, comprehensive school health educa

tion in grades Kindergarten through 12, are difficult to count. 

State, federal and local tax dollars would no doubt be involved. 

State legislation would be required to change the present minimum 

health education requirements in public schools. At each grade 

health education on certair. topics would be taken by students in 

public schools. Teacher certification in health education now 

voluntary would be a requirement for persons wishing to teach 

health education. 



Present System 

Cost 
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There are no estimates of the costs presently involved in school 

education. The percentage of teachers' salaries, facilities, 

administration and supply costs are not readily dividable to the 

time spent in health education. 

Ava11ab111ty 

Two years ago the state legislature made health education a 

speciality by which teachers can be voluntarily certified. No 

records of the percentage of these certified teachers now teach

ing health education are available. 

In the 1976-77 school year, about 15 different health education 

classes were taught to 11,359 students at the secondary level. 

They included the following course titles: 

COURSE 

Health Technology 
Health-Occupations 
Alcohol and Drugs 
First Aid 
Hea 1th I 
Heal th II 
Health Aide 
Corm,unity Health 
Environmental Health 
Health Occupations 
Personal Hygiene 
Medicine 
Safety Education 
Sex Education/Family 
Health/PE Together 

LOCAL SCHOOL DISTRICTS - GRADES 7-12 

LENGTH OF CLASS IN 
SEMESTER/YEAR 

2 
1 

. 5 
. 13- . 50 
.20-1.00 
.5 -2.00 
.25-2.00 
.25-2.00 
.25- .50 
.25-2.00 
.25- .50 
. 50-1.00 

. 50 

.25 
. 25-1.00 

# OF PUPILS 
TAKING CLASS 

8 
46 
53 

805 
6, 131 

111 
110 

37 
159 
344 
199 
30 

250 
17 

3,055 

Source: Department of Public Instruction 

325,471 students are in these grades in public schools in Iowa 

SCHOOL UISTRICT 
OFFER ING CLASS 

1 
1 
l 

14 
61 

5 
9 
4 
2 

25 
3 

11 
2 
1 

13 



-103-

The Department of Pub11c Instruct1on does not have available a 

11st of health education courses taught at the primary grades. 

Curriculum requirements 1n the State law presently lump P.E. 

and health educat1on together, failing to specify what 11 health 

education" must include at either the pr1mary or secondary 

grade levels. 

Accessibility 

Accessibility is sporad1c but not specifically known. The ex

tent to which health education is a part of a school 1 s curriculum 

is a local school district decision. 

COMMUNITY HEALTH PROMOTION AND PROTECTION SERVICES 

GOAL 1: INCREASED AVAILABILITY OF PERSONAL HEALTH EDUCATION PROGRAMS IN THE 

SCHOOL, HOME, WORK PLACE, AND HEALTH CARE SERVICES SETTINGS THAT: 

Improve comprehension of health information including health 

economics, 

Emphasize individual responsibility for personal health status, and 

Emphasize individual responsibility for appropriate utilization of 

health care services. 

SCHOOL HEALTH EDUCATION 

Availability 

Objective 1: By 1982, the development and utilization of comprehen

sive health education curricula in the public school 

system in grades kindergarten through 12th grade. 

While traditional and experimental curriculum components dealing with 

various subjects relative to personal health and hygiene are offered 

to primary and secondary school students, few school districts offer -

a comprehensive health education curriculum. School health education 

programs are faced with the constraints of low visibility and low 
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priority, a narrow definition of the appropriate content and jurisdic

tion, and a shortage of adequately trained health educators. Develop

ing comprehensive curricula for health education in schools would lead 

to increased availability of and accessibility to health education serv

ices which would tend to result in positive personal health behavior. 

Cost estimates must be developed in conjunction with the following 

LRRAs. 

LRRA: By 1980 a statewide task force to prepare and adopt a plan 

of action and position paper on school health education 

will be convened. This work of the task force will be the 

basis for gaining needed support for comprehensive school 

health education in the state. The task force will have 

a representative of the State Health Department Venereal 

Disease Section. The plan of action will identify costs, 

personnel requirements and implementation strategy. 

The public health and school nurse currently provide in many counties 

infonnation to teachers and students about venereal disease. Although, 

in the case of the public health nurse, preventive education is often 

low priority because of scarcity of personnel. 

Actors in the statewide task force include: 

Public-school health nurses 

Department of Public Instruction 

Area Education Agencies 

Iowa Association of School Boards 

Iowa Association for Health, Physical Education, and Recreation 

State Health Department 

State Department of Substance Abuse 

3 Health Systems Agencies in Iowa 
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Objective 2: By 1982 Form 109 the monthly report which county public 

health nurses send to County Public Health Nursing 

regional offices, which in turn send information to the 

State, changed to include an item regarding hours of 

health education provided and used. 

LRRA: The Conmunity Health Division of the State Health De

partment will, with input from local public health 

nurses, make necessary changes by 1980. 



I 
with a $1.00 cost per elevated reading at screening. However, most 

hypertension screening clinics do not charge fees to those persons 

coming to them. Hypertension screening is a routine procedure in hos

pitals, in doctors and some dentists• offices for which there is no 

direct charge. 

Availability 

In Iowa 65,982 persons passed through 136 hypertension screening pro

grams in 63 counties sponsored by the Iowa Heart Association, (IHA) 

in 1976. Many others were screened in clinics funded by colTITiunity 

organizations. Of those 65,982 persons screened, 11.5% had elevated 

pressure. About 50% had their blood pressure measured previously in 

the past year. Of the 7,583 or 11.5% with elevated pressure only 35% 

were on treatment. In April, 1977, the Iowa State Department of 

Health contracted with the IHA to improve the results of the mass 

screening programs by providing education to program sponsors and 

volunteers. 

In follow-up letters sent by the Department to those persons found to 

have elevated pressure 68.5% indicated that they contacted their phy

sicians since being screened. 

Additional to this screening program just described, the Hypertension 

and Renal Dialysis Section of the State Health Department administered 

the following programs in FY 1976-77. Only ~he previously described 

screening program and numbers 3 and 4 below are being conducted in 

FY 1977-78, 

l} The Statewide Educational Program on Hypertension. 

2) Hypertension Circuit Course Program for Nurses. 

Provided through contract with the Iowa Heart Association, this 

program educated nurses on the control and management of hyper

tension. In the project period September, 1976 though June, 1977 

the program was presented 15 times. 
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PREVENTION AND DETECTION SERVICES 

Prevention and detection services are delivered to individuals in order to 

promote optimum physical and mental well-being, including protection from 

the development of disease and ill-health, or to identify disease or ill

health at the presymptomatic or unrecognized symptomatic state to pennit 

early intervention. 

HYPERTENSION SCREENING AND FOLLOW-UP AND EDUCATION 

INDICATORS 

Program budgets by program area 

Cost per screening 

Cost per position case finding 

Numbers of screening follow-ups per geographical location 

Desired System 

Follow-up for all persons with elevated blood pressure at screening 

should be a part of screening programs in all settings. Closer ties 

between physicians who provide treatment and special screening pro

grams should be provided. Persons with elevated pressure must have 

financial accessibility to treatment and all persons must be fully 

knowledgeable of the repercussions on their health if treatment is not 

sought and personal lifestyles are not changed. 

Present System 

Cost 

The Hypertension and Renal Disease Section of the Iowa Health Depart

ment spent approximately $125,000 last year in educating providers 

and consumers, and in screening and in follow-up services for hyper

tension. The monies, largely spent on education, and less on screen

ing, were mainly expended through contracts with voluntary organiza

tions, and the University of Iowa. 

The cost per screen in hypertension screening clinics runs about 20 
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3) Consumer Hypertension Education Program 

The Kidney Foundation of Iowa was contracted to identify target 

corm1unity groups, to conduct intensive hypertension education 

programs, and to recruit and train local volunteers to assist 

in planning and presenting the programs. The program has been 

initiated in Linn.Webster, Marshall, Scott and Black Hawk 

Counties. 

4) Hypertension Education and Screening Program for Inner City 

Residents. 

Sponsors of the programs are in addition to the State Health 

Department, the Des Moines-Polk County Health Department, the 

State Kidney Foundation and the Iowa Heart Association. This 

program has only been initiated in the last few months. Re

cently, studies have shown that screening of the population in 

general is not as efficient as targeting high risk groups. 

Black males are at high risk to develop hypertension. For this 

reason Neighborhood Development site offices, churches, grocery 

stores, Urban Campus, recreation and day care centers around 

the inner city are among the probable sites in Des Moines for 

the implementation of this program. 

5) Dental Referra l Forms. 

The project made available to dentists.who were interested, a 

referral form by which the name of persons whom they find to 

have elevated blood pressure could be sent to the State Health 

Department to allow for reporting and follow-up on those persons. 
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197& HYPERTENSION SCREENING PROGRAM 
FOR IOWA 

Not Stated l,~67 
l of all elevated ■ vho returned 

· for■ ind1c1t1111 they had C011-
t1ct1d or 1een their 1hy1ician ~-

OccasioMlly, the numbers shown 1n the age/su groups do not add to the totll listed. This is usually because the age or 
sex was not stated on a few fol"IIIS. 

•criteria for elevated 1s a reading equal to or greater than 160 Systolic arwJ./or 90 Diastolic. 
' . . 

Accessibility 

Hypertension screening, follow-up, and education are geographically 

equa l ly distributed throughout the state. 

WELL-ELDERLY CLINICS 

The elderly have been identified as being at risk for developing chronic 

disabilities. Early detection programs are needed which will help to main

tain wellness among older people, and prevent acute health care crises. 

An alternative to publicly funded elderly screeningclinics is offered in 

Iowa through the activities of farm and labor groups. One such program is 

carried out by American Health Profiles, Inc. of Nashville, Tennessee, 

which contracts with rural organizations to screen residents of a particu-

l ar area. While this service is not reserved for the elderly, it presents 

a differen t , although expensive option. Present estimates of cost to the 

individual for the screening package are $65. More information than is 

available in our time frame is needed to evaluate the efficacy of this type 

of program . In this section only well-elderly screening programs are dis

cussed. 

l 
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Indicators 

Cost per patient screened 

Services by location, by number served 

Desired Services 

Well-elderly clinics should serve, like child-health clinics, as a point 

of entry to health care services for those elderly persons who for fi

nancial or other reasons do not seek physical 11 check-ups 11 or screening 

from a family physician. Well-elderly clinics should screen, educate, 

and refer as needed to other services. Experienced public health nurses 

or nurse practitioners head the clinics, who should have back-up physi

cian consultation as needed. Fees should be on a sliding scale. 

Services should be offered in multiple sites throughout the 99 counties. 

Present System 

- Availability 

Many disease detection programs in Iowa have inadequate follow-up 

programs and are limited in the kind of physical history and assess

ment made of patients screened. Such is not the case in most well

elderly clinics. 

One problem that does exist regarding well-elderly clinics is the 

lack of definition of what specific services an assessment program 

must include to be called a well-elderly clinic. 

Presently five state fu'nded well-elderly demonstration screening pro

grams based in Scott, Des Moines, Calhoun, Poweshiek and Iowa Counties 

serve 8 counties. Othe~' we 11-el derly screening programs s imi 1 ar to 

those funded with state monies are operated on county or other funds 

in Story (city program), Winnebago, Black Hawk. Cherokee, Jones, and 

Dubuque Counties. Additionally the University of Iowa, Iowa Wesleyan, 

and the Area Agencies on Aging sponsor well-elderly programs. There 
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are also a few counties, Clinton, Appanoose and Story (county program) 

among them, which offer elderly screening programs which are less 

extensive than those previously mentioned. Church groups around the 

state also offer, sporadically, short-term elderly assessment clinics. 

Many elderly who can afford regular physician visits are screened by 

private physicians. 

Four of five state sponsored well-elderly programs have been in opera

tion for over two years, (Poweshiek, Des Moines, Calhoun and Scott 

County). A fifth operation has been coordinated by the University of 

Iowa in the small town of Williamsburg in Iowa County. (The Iowa 

County program is newer.) Sporadically, church groups have funded 

other short-tenn elderly check-up clinics. 

The typical rural clinic has developed to operate as follows: 

o A clinic site (usually church or community building) date and 

time for a rural community is selected. 

o Appointments are scheduled for people to come to the clinic. 

o On clinic day the clients are greeted, registered, and general 

data and social history are taken by a clerical person or a 

social worker. 

o A physical assessment is done by the public health nurses 

including such aspects as general observation; vital signs; 

looking in the eyes, ears, nose, mouth and throat; simple vi

sion check; auscultation of lungs and heart, check of peripheral 

pulses, breast examination, palpation of abdomen; check of mus

cles, joints, reflexes and sensation; check of skin, check of 

lymph nodes; and possibly such additional procedures as rectal 

examination, pelvic examination, and tonometry of eyes. 
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o Specimens are secured by the nurse or a technician for laboratory 

work including blood (for sugar and hemoglobin), urine 

(urinalysis), and usually stool (for blood). 

o TB test may be applied by nurse. 

o Throughout the entire process the nurse does individual health 

education. 

o The client is advised of the findings of the history, assess

ment, and laboratory work and told of the recommended action 

(see their physician or dentist, have a recheck by the public 

health nurse, apply for food stamps or other program, etc.). 

o If the patient was referred to some resource for care or follow

up, a contact was made after an appropriate interval to see 

if the patient had been able to secure the necessary assist

ance and to learn what the outcome was. 

The typical urban program has developed in a similar pattern but 

frequently is held in a fixed location on a regular basis. 

As indicated earlier, state funded well-elderly clinics were in

itiated from October, 1975 through March, 1976. From their incep

tion, through the end of 1976, there were almost 300 clinics held 

with 3,176 individuals seen. The age and sex of those served is 

shown below.* The number of elderly persons seen in other programs 

is not known. 

Female 2,199 69% Under Age 60 125 4% 
Male 925 29% 60-64 528 17% 
Sex not 65-75 1445 45% 

Stated 52 2% Over 75 1051 33% 
Age not stated 27 1% 

TOTAL 3,176 100% TOTAL 3176 100% 

*Ronald Eckoff, M.O., M.P.H. "Report to the Legislature on Well Elderly Clinic 
Demonstration Projects ... 11 Iowa Department of Health, February 10. 1977. 
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Start-up costs for a well-elderly clinic will vary among counties 

depending on a number of factors, including the number of public -

health nurses in the cl1nic and the experience they have had in 

this type of detection activity. In general, basic equipment costs 

have been around $1,500 to $2,000 per clinic. In some instances, 

additional personnel training costs have amounted to $1,000. 

An analysis has been made of the ongoing costs of the well-elderly 

clinics. The analysis focused on costs regardless of whether they 

were paid from project funds. The costs included nurses' time, 

clerical time, fringe benefits, travel, consumable supplies, identi

fiable rent, telephone, postage or miscellaneous costs, and when 

applicable, nurse practitioner consultant costs. The analysis 

usually did not include the cost of follow-up. It also did not in

clude the time of personnel from other agencies, such as social 

services. The average per visit cost was $20. Consistently 

throughout the projects, one-half the cost was for nursing salaries 

(not including fringe benefits). The remainder was distributed 

among the other items mentioned above.* Costs of this kind of serv

ice, however, should be balanced against costs for institutional

ization which might be avoided through increased utilization of 

detection services. 

Based on the activity in the demonstration clinics, the following 

estimate could be made regarding expanded well-elderly clinic ac

tivities in Iowa. If there were sufficient projects to serve 

30,000 Iowans over age 60, the cost of clinic activities would be 

about $600,000 per year. (This does not include start-up costs. 

follow-up costs, or nurse practitioner consultant costs.) 

* Eckoff, "Report to the Legislature on Well Elderly Clinic Demonstration Projects . .. " 
Iowa Department of Health, February 10. 1977. 



Su1T111ary of Prevention and Detection Services 

At present, continuity among prevention services and other health care 

settings is a dilerrma. Screening programs often are undertaken with 

little regard to the mechanics of ensuring that results of the individ

ual's test are directed to appropr iate primary care sources. This is 

particularly true with mass blood pressure testing programs where op

portunities to schedule appointments for the patient needing referral 

are lacking. 

Another concern is with the .quali-ty of testing. As the number of pro

grams increase, as anticipated in the desired system, extra efforts are 

needed to ensure that qualified personnel are utilized and given instruc

tions on how to administer tests. In well-elderly clinics the sensitivity 

is found that is needed in those providing services for the elderly. 

Also, as more ambulatory settings become involved in screening, additional 

- care is needed in protecting specimens for laboratory procedures, and in 

maintaining ·condition of equipment generally . 

Well-elderly programs, as do hypertension screening with follow-up and 

education programs in the State, are beginning to fill these gaps. 

Well-elderly screening programs must be further defined and so their 

quality and consistency assured in the State. Also hypertension educa

tion, follow-up and treatment must more and more become aspects of 

screening programs sponsored in Iowa. 

PREVENTION ANO DETECTION SERVICES GOALS 

GOAL: INCREASE THE NUMBER OF II AT RISK" RESIDENTS US ING SCREENING, EDUCATION, 

FOLLOW-UP, AND TREATMENT SERVICES FOR DISEASES WHICH CAi~ BE DETECTED 

AT PRESYMPTOMATIC AND EARLY SYMPTOMATIC STAGES IN ORDER TO INCREASE 

THE QUALITY OF HEALTH IN THESE INDIVIDUALS. 

Currently 2,000 persons are screened annually in well-elderly clinics 

and 600,000 are screened in hypertension programs. The number of blacks 

screened is not known . 
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At risk groups for chronic and disabling conditions, the elderly for 

multiphasic, and blacks for hypertension, must be payed particular at

tention. Our analysis of health status indicates that approximately 75% 

all activity limitations due to chronic conditions are in those persons 

45 and over and that 65% or 263,210 of all disabled persons with chronic 

conditions in Iowa are 45 and over. 

Nationally blacks, men and women, are two times more likely to be hyper

tensive than whites. For blacks hypertension occurs earlier in life, is 

frequently more severe. B.lacks have four- times as many .strokes as whites. 

Their shorter life span and higher death rates from circulatory diseases 

can be attributed in large part to hypertension. 

An alternative to publicly funded elderly screening clinics is offered 

in Iowa through the activities of farm and labor groups. One such pro

gram is carried out by American Health Profiles, Inc. of Nashville, 

Tennessee, whcih contracts with rural organizations to screen residents 

of a particular area. While this service is not reserved for the elderly, 

it presents a different, although expensive option. Present estimates 

of cost to the individual for the screening package are $65. More in

formation is needed to evaluate the efficacy of this type of program. 

WELL-ELDERLY CLINICS 

Availability 

Objective 1: By 1982, 30,000 or between 5 and 6% of all persons over 

age 60 served annually in well-elderly clinic settings. 

The number currehtly being screened is about 2,000 a year in clinics 

funded by the State. This is an increase of 1,500% from those elderly 

served in 1976-1977 in state programs. However, a presently indetermin-

able number of elderly are screened in other multiphasic screening pro- -

grams and well-elderly clinics. 
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Early detection services for elderly can help to reduce the burden on 

primary care providers and reduce overa 11 demand for acute care services 

among this group. Preliminary reports for well-elderly screening pro

grams across the state indicate high rates of discoveries and referrals 

for further care. Such services also provide a social and emotional 

stimulus to elders in the co1T111unity who may lead isolated lives. The 

Iowa Department of Health is seeking funds to assure that 30,000 individ

uals can be served annually in well-elderly clinics. This objective 

would work toward the goal of having residents using cost effective 

screening services. 

LRRA: By 1980 funding sources will be identified and funding 

secured for the current operation of well-elderly clinics and 

for 25 additional clinics. 

Local and state health departments, and HSAs, will be involved. 

Costs for achieving this objective probably would run about 

$600,000 a year by 1982. 

In some counties additional public health nu,rses will be 

needed. No new facilities will be required. 

Objective 2: By 1980 the services provided in well-elderly programs 

in Iowa clearly defined. 

LRRA: Public He_alth Officials in the state will continue the 

HYPERTENSION 

Availability 

process to provide quality assurance in well-elderly programs 

by drafting ·a widely acceptable definition of well-elderly 

clinics such that such definition is used throughout the state. 

Objective 3: By 1982, 35% of all blacks, 19,906, screened for 

hypertension annually. 

.' 
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Despite increased publicity for hypertension control over the last decade, 

the evidence indicates that many individuals know very little about hyper

tension. More and earlier observation for, and control of, hypertension 

among residents may allow for a reduction in the incidence of strokes, 

heart attacks and resulting disabilities. The simplicity of initial 

testing, and the great number of people thought to be susceptible to this 

condition make this a worthwhile program to pursue. The figure of 35 

percent was thought to be an attainable level by 1982. 

LRRA: By 1980 the current State Health Department program to screen 

inner-city residents for hypertension will be continued in 

Des Moines. This program will be expanded or local groups in 

other Iowa metropolitan areas will be encouraged to and as

sisted in operating similar programs to the one in Des Moines 

in their convnunities. In total 1,000 blacks will be screened 

in Polk, Black Hawk, Woodbury and Scott Counties in public 

screening programs annually by 1980. Currently 400 blacks 

are screened annually in programs in these counties. 

Objective 4: By 1982 increased physician and subsequently patient 

general education on hypertension and its treatment. 

LRRA: The continuation of physician education programs begun by 

the Hypertension Section in the State Health Department. 

Hospital staffings and in-service meetings are ideal settings 

for such education. 
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Rehabilitation services are therapeutic services which restore or 

enable a disabled or impaired individual to achieve or maintain the fullest physical, mr.nt 

social, vocational. and economic functioning. Rehabilitation services are theraputic in 

nature. Rehabilitation services involve evaluation of the needs of the disabled 

individual, and the management and evaluation of a rehabilitation program to meet 

those needs.* Evaluation and management services have traditionally been the 

responsibility of the physician; however, a multidisciplinary team composed of 

physicians, nurse practitioners, medical social workers, psychiatrists, physical 

therapists, and other appropriate habilitation and rehabilitation professionals is 

an approach to design management and evaluation which allows for total patient needs. 

Those therapeutic rehabilitation services designed to meet the needs of 

disabled individuals include in addition to physician and nursing care: 

physical therapy 
occupational therapy 
communication therapy 
prosthetic/orthotic services 
social/psychological therapy 
recreation therapy. 

Rehabilitation services can be provided in the home setting (home health 

services), ambulatory setting (hospital outpatient, rehabilitation center, day 

hospital, or day treatment center), short stay inpatient setting (hospital), or long 

stay inpatient setting (hospital, skilled nursing facility, intermediate nursing 

facility). Rehabilitation services are different from maintainence services in that 

they treat a disability, thereby lessening it. Maintenance services help persons 

accomplish certain activities and thereby lessen the disability or limitation. The 

difference is between treatment and1doing 11 for a person. Long-term care facilities 

classified as intennediate care, skilled nursing facilities and residential are 

considered maintenance services in general, even though they offer to some extent 

*Taken in part from a Government Studies and Systems,~ Taxonomy of the Health 
System for Plan Development, DHEW, 1976. 
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the rehabilitation services just listed. For the roost part, the need for long-term 

care facilities will be discussed in the State Medical Facilities Plan to be 
l written later this year. e 

Through a special grant, the Iowa Department of Social Services funded core 

planning groups in each of the 16 Governor's Planning Regions. Since September of 

1975, these groups have worked on total system plans (educational/vocational, social, 

physical, and residential) for the developmentally disabled in Iowa. These plans have 

now been comp i led as the State Developmental Disabilities Plan. Specific rehabilitation 

needs of the developmentally disabled (persons disabled before age 17) are discussed 

beginning on page 159. 

1see Appendix for further definition of maintenance and rehabilitation services. 
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HOME HEALTH SERVICES 

INDICATORS - Services by location 

Nunt>er services provided by location 

DESIRED SYSTEM 

Rehabilitation services are more often available on an inpatient 

bas is than i n the home or ambulatory setting. Not everyone in need of 

rehabilitation, however, requires 24 hour care. If rehabilitation services were 

available th rough more home health agencies and day treatment centers, earlier 

discharge from :hospital care might be possible, at a cost savings to the 

individual and third party payers . Availability of a rehabilitation program~ 

in the home or ambulatory setting after discharge from an inpatient setting 

would allow for continued progress of rehabilitation or maintenance of full 
I 

function, and reduce the threat of the indivdual becoming isolated and 

- suffering a deterioration of function. 

Payment mechanisms should not serve to restrict care options. Rehabilitation 

services shoul d be reimbursed regardless of setting, so that an individual in need of 

rehabilitati on se rvi ces might freely choose among in-home, day treatment, inpatient 

hospital, or nursi ng care facility services to select the roost appropriate setting 

for receipt of needed service. 

Reha bilitation services should be geographically distributed so that 

travel time does no t excessively limit or restrict accessibiity. 

Attitudes should not form barriers to either the use of services by 

individuals or refer ra l for services by providers. Age prejudice should not 

interfere with an individua l receiving needed rehabilitation services. 

Rei nt>ursement mechanisms should include incentives for individuals 

to choose t he right care at the appropriate time. There should be incentives for 

individuals to sel ect and for providers to suggest the roost approrpiate setting 

and/or level of care. ' More efficient utilization of resources-may ~be•ffal+~ed 

by prov id ing services in a variety of settings. 
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Ideally the individual enters at the most appropriate point to meet his 

or her needs and moves freely through the system of services and facil

ities. However, in practice this does not always happen. Some tracking 

of clients in rehabilitation service system should take place by the 

various agencies services, a patient advocate or a team of providers from 

various disciplines. 

One caution must be raised about the availability of rehabilitation serv

ices in the home setting. Few home health agencies have their own phy

sical, speech or occupa.ti.onal .th.erapists . . As with long-tenn care insti

tutions contracts may be signed between a home health care agency and a 

physical therapist, occupational therapist or whatever, and then that 

c...o.nt.ract seldom used. Th.is may be because doctors are unaware or not 

accustomed to prescribing home health care and/or that therapists them

selves do not find the work attractive. The actual number of home 

therapeutic visits by physical, occupational and speech therapists is 

not known, but can be assumed to be low in any county where the medical 

profession and certified home health care agency have not made use of 

their contracts a priority. 

Indicators 

Number of services by site, by number of persons served. 

Services/population ratio {population in need and population 

rece iving the service). 

Reimbursement coverage by service. 

Number of personnel by service. 

Cost of services by number of persons served. 

Present System 

Cost 

Charges for home health services vary. For example, fees for home 

physical therapy visits range from $12 per visit to $30. Most charges 
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fall between $12-$15. Charges .for speech therapy range from $13 to 

$20. 

Availability and Accessibility 

The focus of rehabilitation for this Plan is the home and ambulatory 

setting. We have specifically limited our discussion to home health care, 

and ambulatory day treatment. Public health nursing agencies and commun

ity and hospital based home health agencies are the major providers of 

rehabilitation services in the home setting. Such agencies are certified 

for Medicare/Medicaid reimbursement if they offer nursing services and 

one other of the six basic home care services. These basic services in

clude home health aide, physical therapy, occupational therapy, speech 

pathology, and medical social services. The chart on the following page 

shows the distribution of these services. Only two certified agencies 

in Iowa provide all six basic services. Twenty-seven of the 99 counties 

in the State have no certified home health agencies. The disabled per

sons in those counties on Medicare have no reimburseable home health serv

ices available. 

H.F. 597 passed by the legislature in 1977 gave the State Health Depart

ment $1.6 million for home health care services to be distributed on 

a formula basis to counties. All 110 eligible jurisdictions including 

cities, counties and city-county groups, except 2 counties, applied for 

and received from $6,800 to $82,920. Governor Ray in his State of the 

State address, January 1978, endorsed the renewal of H.F. 597. As a re

sult of Governor Ray 1 s endorsement, in the spring of 1978 the State legis

lature appropriated $2,228,000 for H.F. 597. If these monies continue 

most of the 27 counties yet to be certified are expected to hire and/or 

contract with the . necessary staff to become certified within five to 

ten years. Eight-one certified agencies now operate i~ Iowa. 
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HOME HEALTH CARE SERVICES OFFERED BY CERTIFIED AGENCIES 1978 

IOWA HSA 
SUBAREA 

I 
1Allamakee 
Black Hawk 

lBremer 

1
Bucha11.:in 
Butler 
Cerro Gordo 
Chickasaw 
Clayton 
Fayette 
Floyd 

1rrankl in 
Grundy 
Hancock 
Hardin 
HOWHd 

1 Kossuth 
Mi tche 11 
Tama 
Winnebago 
Winneshiek 
Worth 

SUBARf.A 
2 

Bul!nt11 Vis t.a 
Cherokee 
Clay 
Dickinson 
EIMlet 
Ida 

lLyon 
Monona 
O'Brien 

1osceola 
Palo Alto 

lPlymouth 
S'loux 

\loodbury 
Dakota,NE. 

SUBAREA 
3 

Audut,on 
1Calhoun 
Carrol I 
Cass 
Crawford 
Grttne 
Guthrie 

1
Ham11 t on 
Humboldt 

1Pocc:.hontas 
Sac 

1Webster 
lwright 

ILLOWA HSA 
Muscatine 
Scott 

H/ 

NC IIHA 

XX* XX* 

X X 

XX'* X 
X X 
X X 

X X 

X X 
X X 
X X 
X X 

X X 
X X 
X X 
X X 
X X 

X X 
X X 
X X 

X X 
X X 

X X 

X X 

XX* X 
S<!rved 

X 

X 
X 
X 

X 

X 
X 

X 

X 
X 
X 

X 

SP OT PT MSS 

X xx 

X 

X 

X 
X 

X 

X X 

X 
X 

X X 
X X 
X 

X 

X 

XX* X X X 
y Woodl:l_ury County 

X 
X 

SOURCE : Iowa State Department of Health 
Division of Conrnunity Health 
January 26, 1978. 

IOWA HSA 
SUBAREA 

4 
1Adair 
1Adams 
]Appanoose 
Boone 

lc1 arke 
Da 11 as 

1Decatur 
Ja~per 
Lucas 
Madison 
Mar.a ska 
Marion 

1Marshall 
Polk 
Poweshiek 
Ringgold 
Story 
Taylor 
Union 
Warren 
i,iayne 

-
SUBAREA 

5 
Benton 
Ceddr 
Clinton 
Davis 
Delaware 
Des Moines 
Dubuque 
Henry 
Iowa 
Jackson 
Jefferson 

1
Johnson 
Jones 
Keokuk 
Lee 
Linn 
Louisa 
Monroe 
Van Buren 
Wapello 

_Wash1n_g_ton 

H/ 

NC HHA 

X X 
X X 

X X 

X X 
X X 
X X 
X X 
X X 

;( X 
X X 
X X 

xx• XX* 
X X 
X X 
X X 
X X 

I 

I I I ~ ~ 
xx• x 

xx• xx• 
xx xx 
X X 
X X 
X X 
X 
X X 

X X 
xx• xx• 
xx• xx• 
X X 
X X 

xx• 

SP OT PT MSS - --

X 

X X 

X 

X X X X 

X xx• xx• 

-

-r-
x X I 

XX* X Hr 

X X X 

X 
X 

X X 

x xx• xx• x 
X 
X 

xx•! 

MIDLANDS HSA 
fremcnt 
Harrison X X 

I Mills X X 
Montgomery X X 
Page 
Pottawattamie X X 
Shelb_.y X X 

KEY: 
NC NursinQ Care 

H/HHA - Homemaker/Home Health Aide 
SP - Speech Therapy 
OT - Occupational Therapy 
PT - Physical Therapy 

MSS - Medical Social Services 
• - 2 certified agencies in the 

county offer this service. 
• llomrmakP.r srrvices are available 

In cot111ty al thouqh not medicar~ 
reimh•irs~ble. 



ADULT DAY CARE 

COST 

The charge per day for therapeutic day treatment services ranges from 

$10 to $14, including meals and transportation at most centers. Several centers 

use a sliding fee scale, with, for example, clients paying a portion of the 

charge and the county board of supervisors makingup the difference. For clients 

who are unable to pay any amount, Title XX funding is possible. 

AVAILABILITY 

Rehabilitation services in the ambulatory setting are available ,lso through 

adult day treatment centers and day hospitals which are relatively underdeveloped 

alternatives to inpatient rehabilitation services in this health service area. Adult 

day treatment rehabilitation centers have been established in Waterloo, Cedar 

Rapids, and Ames for some time. The service capacity for these centers ranges 

from 10 to 35 participants attending one to five days per week with an average length of 

- attendance of approximately five months. Additional adult day treatment centers 

opened in late 1977 in Dubuque, Onawa, Burlington and Spencer. 

ACCESSIBILITY 

Geographic accessibility to day treatment services is limited. Anticipating 
within the Iowa HSA, 

a total of nine day treatment centers in 1977,/one will be located in Subarea l, 

two in Subarea 2, none in Subarea 3, one in Subarea 4, and five (including one 

psychiatric day hospital and one psychiatric day treatment center) in Subarea 5. 

The financial accessibility to rehabilitation services in the ambulatory 

day treatment setting is limited by the absence of coverage by third party 

reimbursement programs. Reimbursement under Medicare and Medicaid is hampered 

by strict regulations. Day hospital treatment, as a hospital out-patient service, 

is a mandatory service under Medicaid, but the single day hospital in this health servic 

- area is not yet covered under Title XIX. Title XX of the Social Security Act is 

currently the primary funding source for day treatment services in this health 

service area. 
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HOURS OF HOMEMAKER/HOME HEALTH SERVICES PER QUARTER OF YEAR, 1977 

IOWA HSA 

SUBAREA 
l 

Allamakee 
Black Hawk 
Bremer 
Buchanan 
But ltr 
Cerro Gordo 
Chickas1w 
Chy ton 
F ayettt 
Floyd 
Frankl in 
Grundy 
Hancock 
Hudin 
Howard 
Kossuth 
Mitchell 
Tama 
Winnebago 
Winneshiek 
llorth 

SUBAREA 
2 

Buena Vis ta 
Cherokte 
Chy 
01 cki nson 
Errrnet 
ld1 
Lyon 
Monon• 
O'Brien 
Osceola 
Palo Alto 
Plymouth 
Sioux 
Woodbury 

SUBAREA 
3 

Audubon 
Calhoun 
Carroll 
Cass 
Crawford 
Greene 
Guthrie 
Hamilton 
Humboldt 
Poc1hontu 
Sic 
Webster 
Wr1Qh t 

ILLOWA HSA 

Aver. Hr~ Aver. Ho. 2 ,'\vtr. No. 
Svc/1000 Cuu/1000 ~rs . Svc, 

Pop~lation Population Pn Cue3 

167.4 2. 8 58 . 8 
55.6 1.8 30.8 
28 . 7 0.4 65.5 
67.4 I. 5 44.7 
56.5 1.2 48 . 5 
62.2 NR NA 
70.1 I. 6 44.5 

104 . 0 NR NA 
NR 1.8 NA 

178 . 2 2.0 89.0 
81.4 3.2 25.6 

114. 2 I. 7 64.9 
104.3 2.9 35.8 
)10.0 3.0 104.3 
117 .o NR NA 
71.2 2.4 30.0 

285.9 4.5 63.5 
57.7 NR NA 
87.6 3.3 26.3 

NR l.6 NA 
370.2 6. 9 53.6 

62 . 9 I. 1 57. 7 
271. 1 6.0 45. 4 

NR NR NA 
NR NR NA 

90.2 NR NA 
NR 2.6 NA 

88.5 I. 1 82.6 
200.3 3. 4 59 . 2 

NR 1.9 NA 
242.4 3.4 72.2 
110.4 3. l 36. 1 
10.4 NR NA 

101. 6 1. 1 90.9 
25.9 1.0 25.4 

NR NR NA 
127 .4 NR NA 

tlR NR NA 
:il.2 NR NA 

NR NR NA 
NR NR NA 
NR NR NA 

265.7 NR NA 
166.5 2.4 58.6 
72.1 1.9 39.0 

NR NR NA 
108. 0 NR NA 
68 . 3 1. 6 42.9 

132.3 2 . 4 54.0 Scott 
Muscat i ne o. o ___ o_, o _____ _ 

KEY : 
lsased on 1st Quarter 1977 Iowa State 
Council for Homemaker Service-Program 
Service Reports 

21970 census counts 
3Based on hours of service divided by 
cases. 

• Data not 1vailable . 
NA - Not applicable 
NR - No Response 

101-/A ttSA 

SUBJ\REA 
4 

Ad1ir 
Ad1ms 
Appanoose 
Boone 
Chrkt 
DI I hs 
Decatur 
Jasper 
Lucu 
H1dison 
H1haska 
Merion 
Marshall 
Polk 
Poweshiek 
Ringgold 
Story 
Taylor 
Union 
Warren 
Wavne 

SUBAREA 
5 

Benton 
Cedar 
Clinton 
Divis 
Delaware 
Du Moines 
Dubuque 
Henry 
Iowa 
Jackson 
Jefferson 
Johnson 
Jones 
Keokuk 
Lee 
Linn 
Louin 
Monroe 
Van Buren 
Wapello 
Washington 

MIDLANDS HSA 

Fremont 
Harrison 
Hills 
Montgomery 
P191 
Pottawattamie 
Shtlbv 

TOTALS 
Sublrea I 
Subarea 2 
Subarea 3 
Subarea 4 
Subarea 5 
Iowa HSA 
11 l owa HSA 
Midlands HSA 

State 

Avtr. Hr~. 
Svc/1000 
Population 

86.2 
133. B 
206 . l 

NR 
196 .8 
286 .6 

NR 
63 . 6 

201.1 
221 . 8 
85 . 2 
)5 .0 
86.6 
61.0 

NR 
206 . 6 

NR 
85 .4 

149 . 6 
98 .9 

204.2 

6.0 
IIR 

48.9 
NR 
NR 
NR 

16 . 1 
NR 

67.7 
57 .4 

NR 
40.4 
72 . 4 

NR 
29.2 
67 . 9 

NR 
519.4 

NR 
NR 

92 . 5 

89.9 
105 . 6 

67 . 5 
63.3 
42 . 4 
23.8 

142 . 3 

97 .6 
73 .8 

120 . 6 
95.0 
55 . 5 
83 .8 
58.5 
53 . 3 
52. 1 

Aver. No . ,z Aver. No. 
Cnes/1000 Hrs . Svce 
P££_ul,t ion rer C_a~ 

2.2 39 . J 
) . 1 43 . I 
8.0 25 .8 

NR NA 
4.4 45. 2 
2.3 126.2 
7. 5 NA 

NR NA 
7. 2 )9.3 
5.4 41. 3 
0 .6 134. l 
0 .8 42 .0 

NR NA 
1. 3 47.4 
2. l NA 

NR NA 
NR NA 
NR NA 

3. 3 45.5 
NR NA 

4. 2 48.8 

1.0 6.0 
HR NA 
HR NA 
NR NA 
NR NA 
NR NA 
NR NA 
NR ilA 

1.8 37 . 3 
I. 4 39.8 

NR NA 
NR NA 
NR NA 
NR NA 
NR NA 

2.1 32.2 
NR NA 

4.5 115. 1 
NR NA 
NR NA 

1.8 49.4 

3.6 24.9 
3.8 27.5 
2.9 22.7 
2. 2 29.2 
3.1 13.2 
I.I 21. 5 
2.4 58.4 

2. l 4/ . / 
l. 8 48 . 2 
2.0 48.4 
2. l 49.7 
1 .2 40.7 
1.8 47.2 
I.I 54 .o 
2.0 10.65 
1. ) 40 .6 



It is difficult to assess the avilability of rehabilitation services 

in the long-tenn inpatient setting. Although a facility must contract 

for physical therapy services, for example, there is no documentation 

of the extent to which these services are utilized. It is hoped that 

rehabilitation services are available in this setting to all for whom 

such services are appropriate, but the data necessary to make a deter

mination is not presently available. 

HABILITATION AND REHABILITION GOAL 

REHABILITATION SERVICES GOAL 

GOAL: THE GREATER AVAILABILITY OF AND ACCESSIBILITY TO A CONTINUUM OF 

REHABILITATION SERVICES IN A VARIETY OF SETTINGS. 

Availability 
-

Objective 1: By 1982, 18 additional counties with medicare/medicaid 

certified home health agencies so that rehabilitation 

services are more available. 

Currently 82 counties have such services. 

A major benefit of in-home care is the cost savings of early release 

from intermediate care ($19-22 per day) or acute care ($133 per day) 

to certified home health care ($10-15 per visit), or the comparable 

delay of institutionalization to acute or intermediate care due to 

prudent use of certified home health care services. An individual 

may remain in his/her home environment for a longer _period of time, 

or may return to that environment sooner than could be expected in 

the absence of home health services. This objective will help to 

achieve the goal of a continuum of rehabilitation services through 

increased availability of, and accessibility to, in-home care. 

LRRA: Each county board of health in those counties not yet 

offeri~g medicare certified home health services will be 

encouraged to ensure the availability of such services in 

their counties . 
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This will be undertaken by the State Health Department, the 

SHCC, HSAs and other interested agencies in Iowa. 

LRRA: By 1980 all third-party payers will be encouraged to reim

burse for therapeutic and skilled nursing home health services. 

This will be undertaken by State governmental agencies in

volved in providing health care, the HSAs and third-party 

payers. 

SRRA: The State Health Department will support the continued fund

ing by the State Legislature of H.F. 597. 

Availability 

Objective 2: By 1982, 25 adult day care centers which provide both 

rehabilitation and maintenance services. At least five 

of which are certified for rnedicare (Part B) and 

medicaid reimbursement. 

Currently, day treatment services are available in nine locations in this 

State. These programs provide rehabilitation and other services for the 

impaired individual in conjunction with opportunities for social activ

ities, and would be appropriate for individuals who need rehabilitation 

services but who do not require 24-hour inpatient care. This type of 

quality adult day care has great potential for going beyond the senior 

drop-in center and bridge the gap between institution and co111T1unity. As 

will home health care, one benefit of adult day care is the cost savings 

realized by early release from intermediate care and acute care settings. 

Although most of the existing programs are receiving Title XX funding, 

Medicare/Medicaid certification achievement of the goal. 

LRRA: Each year between now and 1982 5 adult day care programs 

will be established. Five of the 25 programs will be 

certified for medicare and medicaid reimbursement. 
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Costs per program per year are estima~ed to be $85,000-$100,000. 

Personnel to staff these facilities will include public health 

nurses, and at least part-time persons in some of the rehabili

tation therapies. The programs will be housed in existing 

facilities. 

Objective 3: By 1982 increased staff in regional public health nursing 

offices. 

As programs expand in the c0f11Tlunities the work load at the 

regional level wilJ likewise expand. Additional staff will 

be needed within the next five years. 

LRRA: Additional funding for supervisory regional public health 

staff will be sought by the State Health Department. 

Accessibility 

Objective 4: By 1982, reimbursement for rehabilitation services made on 

the basis of specific services rendered without regard to 

the setting in which the services are rendered 

Specific services should be reimbursed regardless of setting. If reim

burement systems were operating on this premise, the individual in need 

of rehabilitation services could receive that service setting. This 

objective would help to eliminate some of the financial barriers to de

velopment and utilization of rehabilitation services in home and ambula

tory settings. 

In implementing this objective controls on cost and quality must be as

sured. Health care consumers in Iowa should be made aware of the addi

tional costs. 

LRRA: By 1980 the existing reimbursement system•s coverage of 

rehabilitation services by setting will be examined and 

appropriate changes recorm1ended. 
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Actors including medicare/medicaid intermediaries, the 

three HSAs in Iowa, the Social Security Administration, -

the State Departments of Health and Social Services will 

be convened to examine and agree to implement necessary 

changes in the reimbursement structures. 

Cost will include staff time involved. 
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MENTAL HEALTH/SUBSTANCE ABUSE 

- The problems of alcoholism, drug abuse and mental illness are among the State's 

-

most serious health problems. They have complex interlocking causes and results 

and are dealt with in myriad ways by the health, social services, and criminal 

justice systems. They account for substantial lost productivity and other costs 

to the State's economy, and are associated with high levels of human distress and 

suffering. An estimate of the economic cost to Iowans is unavailable but national 

costs are estimated to be: 

Substance Abuse (Alcohol and Drug Abuse) - 31.5 billion 
Other substance abuse - - 10.3 11 

Mental illness - - 36.8 11 

The recognition of the similarity between the abuse of alcohol and other drugs 

was officially recognized by the State of Iowa when the 67th General Assembly 

merged the Iowa Division on Alcoholism and the Iowa Drug Abuse Authority into a 

Department of Substance Abuse. 

Substances that are abused can be divided into three categories: 

. legal or "socially acceptable" drugs, such as alcohol, nicotine and caffeine 

. "dangerous" drugs, such as the non-medical use of barbiturates, 

tranquilizers, and amphetamines 

. illegal drugs, such as heroin, cocaine, and marijuana. 

Characteristics noted more frequently among substance abusers are: 

low self-esteem 

limited ability to cope with stress 

. difficulty in close relationships 

physical and emotional discomfort 

lack of meaningful employment 

lack of recreational alternatives 

- There are dangers with all drugs. The level of destructiveness, of course, 

varies with the particurar sutrstanee ·and··the use pattern. · 
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According to the National Institute on Alcohol Abuse and Alcoholism ''Alcohol-

ism is defined as a chronic illness that manifests itself as a disorder of behavioe 

It is characterized by the repeated usage of alcoholic beverages to any extent 

that exceeds customary dietary use or compliance with social customs of the com

munity and that interferes with the drinkers health or his economic or social 

functioning. 11 

Alcoholism is recognized as one of the Nation's 3 most serious health 

problems. The other two being cancer and heart disease. 

Alcohol ranks as the number one substance abused in Iowa. In 1976, of the 

315 drug related deaths in the state, alcohol accounted for 227 of these deaths. 

(Ia HSP). 

Other indicators of the extent of abuse of alcohol in Iowa are: 

48,900 estimated alcoholics in Iowa 
41,400 male ) (Illowa HSA Stat. p. 143j 
7,500 female 
3,596 hospitalizations (1975) due to alcoholism 

Heavy drinking was reported by nearly 2% of the sixth graders and climbed 

to 20% for twelfth graders in all categories. The greatest difference of use 

patterns in population categories of students occurs with heavy use by 26% 

of urban students, with 9%, or one-third more than students in semi-urban or 

rural areas. 

Further indication of the status of the people in Iowa regarding abuse of 

alcohol can be gained by looking at the type of people seeking services in Iowa 1 s 

25 approved treatment centers. In 1976 

36 . 7 was the average age seeking treatment 
86.5% were male (48.6% of Iowa population is male) 

. 91.8% were white (98.5% of Iowa population is white) 
3.9% were black (1.2% of Iowa population is black) 
2.3% were Spanish descent 
1.8% Native American (.1% of Iowa population is native American) 

53.8% were in the work force 
40.0% were Veterans -

The greatest percentage referred themselves for treatment (20%) with court 

referrals a close second (18%). On the average they had been drinking heavily 
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for 11.4 years and have lived in the same cof'T111unity for an average of 15.2 years. 

(Annual update to the Iowa State Plan for Alcoholism 1978). 

Impact Analysis 

The percentage of female alcoholics seeking treatment is dramatically less 

than the percentage of the female population in Iowa. This indicates special 

programs need to be directed to educating women to recognize the need for treat

ment, and to be directed to educating women to recognize the need for treatment, 

and to furnish treatment services that are acceptable and accessible to women 

and their families. 

While the percentage of -black persons seeking treatment for alcoholism is 

more than the proportion of the black population in Iowa, when the data is re

stricted to urban black population we find the percentage to be less. This 

may well reflect on the acceptability of services. 

Since 53.8% of the persons seeking treatment were in the work force, treat-

- ment programs in places of employment are important means of reaching persons 

with alcoholism related problems. 

The high percentage of veterans seeking treatment in treatment centers 

has financial implications in that veteran financial benefits are not available 

at this time for treatment other than in Veteran Administration hospitals. 

The distinction between abuse and use is important. While the difference 

between an alcoholict a problem drinker, a social drinker, and an abstainer is 

generally recognizablet there is a tendency to divide other drug users into 

only two categories: users and non-users. A recent national study of high 

school and college students characterizes abusers, users, and non-users. As 

pointed out in the table on the following page showing differences between 

abusers and users, users and non-users tend to be similar, whereas abusers show 

a higher percentage of frustration characteristics. 
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Characteristics of High School and College 

Drug Abusers, Users, and Non-Users, 1975 

Characteristics Abuser User 

"unable to finish projects" 47% 26% 
"things often seem hopeless" 43 17 
11 everytime I try to get ahead 

something or someone stops me 11 47 21 
"feel angry or frustrated most 

of the time" 42 24 
"often find it difficult to get 

through the day" 36 19 
11 I never found a group where I belonged" 34 8 

Non-User 

26% 
19 

18 

20 

18 
8 

SOURCE: Daniel Yankelovich, "Drug Users Vs. Drug Abusers: How Students 
Control Their Drug Crisis", Psychology Today, October 1975. 

Drug abuse is defined as "The i 11 ega 1 use of a controlled substance or 
use of a drug in a manner or to a degree that leads to adverse personal or 
social consequences"* 

The amount and kind of drug abuse in Iowa other than alcohol is indicated by 

the following hospital emergency room cases and drug related deaths in 1976. 

There were 1,482 drug cases in the total number of emergency room cases -

reported to the Iowa State Department of Health. The top three drugs in 

emergency room episodes were (ranked in order): tranquilizers, non-

narcotic analgesics and barbiturates . 

. There were a total of 225 males and 80 females that died a drug related 

death in Iowa in 1976. Of these 305 deaths 227 were alcohol related . 

. By age 11, 42% of a sample of Iowa students grades 6, 8, 10 and 12, had 

tried alcohol, and 2% had tried marijuana . 

. Alcohol and drug involved admissions* to juvenile institutions rose from 

38.4% in 1973 to 49.5% in 1976 . 

. 72% of the young adult male offenders conmitted to Anamosa (State Men 1 s 

Reformatory) reported drug involvement . 

. Polydrug users comprised 71% of those committed with drug problems. 

* The Iowa Comprehensive State Plan for Drug Abuse Prevention 1977-1978. 
* Dept. of HEW; Public Health Service; Alcohol, Drug Abuse and Mental Health 

Administration. 
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Marijuana/hashish, combination of marijuana and other drugs or an un

specified combination were the three most involved combinations for 

drug involved commitments. 

Major trends appearing in Iowa's Drug problem seen in 1976-1977 (excluding 

alcohol) 

. Amphetamines and barbiturates appear to be emerging as drugs of abuse 

. Polydrug use is increasing every year 

. Marijuana continues to be a popular drug 

Iowa's largest concentration of known drug users are within the 21-34 

age group especially the 21-2i~ear 61ds . 

. Drugs are being diffused from urban centers into the rural areas of the 

state. 

Although we do not have exact data, it is known that substance abuse 

plays a major part in person abuse cases such as rape, child abuse 

(including sexual abuse), and wife battering . 

. National statistics indicate alcohol is a factor in one-third of the 

suicides reported, in one-half of the homicides reported, one-half 

of the motor vehicle accidents deaths, and in one-half of all arrests. 

56 of the child abuse cases reported to the Department of Social 

Services in 1976 listed substance abuse as a family problem. (Alcohol 

49, other drugs 7). 

Impact Analysis 

It would seem that alcoholism spans all ages, whereas other illegal drug 

abuse affects mostly adolescents and young adults. (There are some indications 

that legal drug abuse is widespread among the elderly but at present we have no 

data to support this). There seems to be a strong connection between substance 

- abuse and the legal system. (See table on next page) 
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The Substance Abuse Treatment system will be analyzed according to avail
ability, accessibility, quality, continuity and cost. 

Availability/Accessibility 

o Approximately 1,152 Iowans are served monthly for alcoholism in 
treatment centers. 

o Approximately 600 Iowans are served monthly for drug abuse 

o Drug treatment centers are available to 60 of 99 counties 

o There are 25 alcoholism treatment centers in the state with 57 branch 
offices and contracts with 41 hospitals for detoxification and inpatient 
services (4 mental health institutes offer inpatient services). 

o There are 19 halfway houses in Iowa serving persons with alcoholic 
problems 

o 40 Iowa counties have drug education programs, 32 are classified as 
rural 

o 66 Iowa counties are served by treatment programs, 53 are classified 
as rural 

o 11 programs serve over 77% of Iowa's population 

o 82% of Iowa's drug treatment programs have court services programs 
or referral agreements with criminal justice agencies 

o An estimated 24 percent of the adult problem drinking population is 
female, and this estimate is probably low. Few treatment facilities 
are sensitive to this population, as reflected in the fact that only 
16 percent of the population in treatment are women. Excessive use 
of alcohol by women during pregnancy can result in a characteristic 
pattern of congenital abnormalities termed the fetal alcohol syndrome. 
Although such abnormalities have yet to be fully confirmed, one recent 
study shows 32 percent of infants born t~ heavy drinkers demonstrated 
congenital abnormalities, compared with 9 percent in the abstinent 
and 14 percent i n moderate drinkers. (Source: Proposed National 
Guidelines). 

0 There are indications of substance abuse (alcohol, nonprescription 
and inadequately monitored prescription drugs by the elderly nation
wide . However, Iowa data at the present time is inadequate to offer 
concrete indications that this is a problem in Iowa. 

Analysis 

While it appears women and the elderly may be underserved in substance 
aubse treatment centers in Iowa, our data at the present time is in
adequate to support extensive programs in these areas. Th€refore, pre
liminary steps to establishing more programs for these populations would be: 

l) awareness of need for treatment 
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2) awareness of availability for treatment 

3) baseline data on the magnitude, incidence and prevalence of 
Substance Abuse in these populations 

o As of October, 1977 six contracting alcoholism service centers had 
not been scheduled for JCAH survey. 

o A task force is developing procedures to certify Substance Abuse 
service center counselors and standards of treatment. 

Analysis 

Due to the recent merger (January 1978) of the Iowa Division on Alcohol
ism and the Iowa Drug Abuse Authority into a single Department of Sub
stance Abuse, Iowa is in a unique position to develop unified standards 
to ensure quality services to those needing services. Such standards 
will undoubtedly be necessary to ensure third-party payments for 
services. 

The certification of all substance abuse counselors as well as accredi
tation of substance abuse treatment centers should be an indication of 
the quality of services offered. In addition, a unified information 
system would allow for continuous monitoring of services. 

CONTINUITY 

o 49.5% of admissions to juvenile institutions involved drug and 
alcohol in 1976 (see appendix p. ) 

o Over 67% of the admissions to Iowa drug treatment programs were un
employed (1976). 

o The largest U.S. study reported that 38% of abusive parents had 
histories of drinking problems. A similar study of children of 
alcoholics reported that 10% had experienced physical abuse and 
64% had been emotionally neglected. 

o 72% of the young male offenders committed to Anamosa (State Men's 
Reformatory) reported drug involvement. 

o The prevalence and incidence of teenage drinking is extremely high. 
70% of today's teenager~ have tried alcoholic beverages. Of the 
16.9 million people in the 14 to 17 age group, 3.3 million are 
estimated to be problem drinkers. Alcohol problems among youth 
tend to be acute rather than chronic (Source: Proposed National 
Guidelines) 

Analysis 

According to the White Paper on Drug Abuse, prepared by the President's 
Domestic Council Drug Abuse Task Force, September 1975, future emphasis 
should be placed on broad based community prevention and education 
programs. 



COST 

-138-

The high correlation between unemployment and substance abuse suggests 
that there be an even closer alliance between substance abuse treat
ment centers, vocational rehabilitation services, and Job Service of 
Iowa. 

o Drug abuse can lead the user into socially deviant or even criminal 
behavior; it often results in impaired health and renders the user 
incapable of discharging family and/or social responsibilities. 
The consequences of drug abuse vary greatly, depending upon the 
drugs used, the extent of use, and the route of administration. 

o The population at risk is essentially that group of individuals 
not yet using drugs or those who are experimenting or just beginning 
sustained drug use. Some people do not use drugs and need no special 
reinforcing behavior. At the other extreme are those who are fre
quent users of drugs and are unlikely to respond to prevention in
itiatives and should be referred to appropriate treatment s~rvices. 
In between is a large group of individuals who are susceptible to 
new and increased drug use. This is the primary target population. 
This target population consists essentially of young people between 
the ages of 8 and 20. This is the age range when most youths are 
first confronted with decisions to use particular drugs. Use of 
and experimentation with some drugs, such as alcohol, tobacco, and 
inhalants, occur earlier with some children, nevertheless those who 
are going to start using these drugs on a frequent basis are most 
likely to start during this time. (Source: Proposed National 
Guidelines). 

Therefore continuity between the services of various systems working 
with the substance abuse seems imperative if we are to impact on the 
prevalence of substance abuse. 

O At the present time a subcommittee of the Corrmission for the Iowa 
Department of Substance Abuse is working on standards for 

o treatment 

o accounting 

o The director of the Iowa Department of Substance Abuse has stated 
consistent Management Infonnation Systems accounting as one of the 
directions the new department will take. 

Analysis 

The drug problem is the sum of the medical, social and economic conse
quences of drug abuse as they affect the user, the user's family, 
and the corrmunity at large. Not the least of these cons~quences is 
the heavy financial burden, estimated at over $10 billion annually. 
(Source: Proposed National Guidelines) 

Obviously, more consistent management information (unit cost of treat
ment/impact evaluation of results) is necessary before Cost Contain
ment of substance abuse services can be a reality in Iowa. 
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SUBSTANCE ABUSE GOALS AND OBJECTIVES 

The rationale for Substance Abuse Goals came from the following sources 
unless otherwise stated: 

1) I 11 owa HSP 

2) Iowa HSP 

3) Midlands HSP 

4) Annual update to the Iowa State Plan for Alcoholism, 1978 

5) The Iowa Comprehensive State Plan for Drug Abuse 1977-1978 

6) January, 1978 meeting of the Commission of the Iowa Department 

of Substance Abuse 

GOAL: A STATEWIDE COMPREHENSIVE SCOPE OF SUBSTANCE ABUSE SERVICES ACCESSIBLE 

TO ALL PERSONS IN NEED REGARDLESS OF STATUS OR GEOGRAPHIC LOCATION 

OBJECTIVE: Accessibility, acceptability by 1982 women in Iowa receiv

ing substance abuse services in numbers more closely ap

proximating the estimated incidence of the need of such 

services. 

RECOMMENDED ACTION: 

*LRRA: Ine1te.a.6e. :the. awa11.e.rte..6.6 a.nd ne.e.d 601t .6ub.6ta.nc.e. a.bU.6e. .tlte.a.t
me.n;t plt091tam.6 6oJt wome.n a.nd :the. ei.de!r.1..y. 

LRRA: By 1980, ba.6e.U.ne. da.ta. on the. magrtd:ude., .utchie.nc.e. a.rid 
pJte.va.le.nc.e. 06 a.lc.oho.t a.bU.6e. a.n.d a.lc.ohowm in Iowa. will 
be. a.vail.a.b.te. 

OBJECTIVE: Quality 

By 1982, there will be unifonn and consistent guidelines 

under which substance abuse programs are developed and 

operated. 

By 1982, all substance abuse centers accredited by The 

Joint Commission for Accreditation of Hospitals or other 

licensing standards acceptable to third-party payors. 

*LRRA (Long Range Recorrnnended Action) 
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By 1982 all substance abuse center counselors will be 

certified. 

OBJECTIVES: Continuity 

By 1982 all Iowa schools, kindergarten through twelfth 

grade will have curriculum on prevention of substance 

abuse. 

By 1982 availability of levels of employment for substance 

abuse treatment program clients. 

By 1982 availability of counseling services to families of 

substance abusers in crisis situations. 

RECOMMENDED ACTION: 

*SRRA: Ea.ch -6ub.6.ta.nc.e a.bU.6e c.ente.Jt w.lU c.ortbla.ct wU.h a. Commun.,i,ty 
Ment.ai. Hea.Lth Cen-t:e.Jt 01t o.the.Jt a.ppttop!Ua.te a.genc.y .to o66e.Jt 
c.oun-6 e..lutg .6 e.Jtv,i,c.e.6 to 6am--i..Ue.6 o 6 -6 ub-6.ta.n.c.e a.bU-6 eM. 

* SRRA (Short Range Recorrmended Action) 



M E N T A L H E A L T H 

Fifteen petcent of the American population, amounting to between 20 and 

32 million people, need some fonn of mental health care at any one tim~. Twenty

five percent of the American population "is under the kind of emotional stress 

that results in symptoms of depression and anxiety." Fifteen percent of the pa

tients seen in general medical practice are in fact suffering from psychiatric 

or emotional problems. And to the present direct cost of providing mental health 

services in this country -- $17 billion per year -- should be added another $20 

billion in estimated indirect costs. including lost wages and a shortened life 

span. 

These are some of the observations to be found in the Prelimi~ary Report 

to the President from the President's Commission on Mental Health, a document 

completed on schedule September 1 and released to the public later in the month. 

The report notes that even these startling figures do not take into account the 

special needs of school-age children, an estimated 15 percent of whom (8.1 mil- -

lion) need help for psychological disorders; the elderly, who "account for 25 

percent of all reported suicides, though they represent only 11 percent of the 

population"; the estimated 500,000 Americans who are dependent on heroin; 

the condition of minorities who suffer from "institutionalized discrimination"; 

and the plight of such groups as migrant and seasonal farm workers, whose 

"emotional and mental problems are compounded by the almost total lack of mental 

health and other services available to them."* 

In 1977, the Executive and Legislative Branches of Iowa Government con

ducted studies of the mental health system in Iowa. The Governor 1 s Task Force 

on Mental Health was appointed to study, review, and formulate recol'llllendations 

for needed change in the mental health delivery system. Human Services Research 

Institute of Washington, D.C. was engaged by The Joint Human Resources Corrmittee 

of the Iowa Legislature to analyze the scope, distribution, accessibility, and 

continuity of services as well as client accountability. 
*Behavior Today, Oct. 3, 1977 p.3 
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The following analyses of Iowa's mental health status and mental health 

system is based on infonnation from the two Governmental studies mentioned pre-

viously {p. ) .as well as the FY 1978 State of Iowa Plan for Mental Health 

Services, and the Illowa, Iowa, and Midlands HSPS (health systems plans). 

Mental illness is one of Iowa's heaviest health, social, and economic 

burdens. The cost in tenns of human suffering cannot be calculated. However, 

a picture of the magnitude of the problem can be drawn from the following facts. 

o A conservative extrapolation from national data would indicate 280,000 

(10%) of Iowa's citizens suffer from some sort of mental i-llness. 

New evidence suggests that this figure might be close to 400,000. 

o In 1976-1977, the estimated cost of caring for the mentally ill in 

Iowa's four Mental Health Institutes, County Care Facilities, and 

Conmunity Mental Health Centers totalled over $40 million of which 

93% derived from state, county or federal funds; 

o The Iowa Mental Health Institute costs in FY 1 75- 1 77 were almost 

65% of the total, Co1m1unity Mental Health Center costs were 18.6% 

of the total, and County Care Facilities represented 16.3%; 

o Iowa ranked last in the nation in 1974 on per capita expenditures 

for community mental health and state hospital expenditures. 

Status Indicators 

o 37,566 cases were served in Iowa's 32 Conmunity Mental Health Centers. 

o 11,000 were admitted to the 17 psychiatric units of general hospitals. 

o 5,017 were admitted to the 4 State Mental Health Institutes in 1977. 

Of these admissions 

o 620 were 17 years or under 

o 320 were 65 years or older. (The incidence of mental illness 

rises with age, particularly depression) 

o The median length of stay is 30 days (more information) 
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o 41.7 Iowa persons per 100,000 are institutionalized for mental 

il l ness. (The national average is 90 per 100,000). 

o 46 out of 100 Iowa persons living in County Care Facilities are 

classified as mentally ill or disabled. 

o Iowa public health nurses made 2,266 home visits related to mental 

1 il l ness in 1977. 

o 42% of the Iowa persons served by Rehabilitation Education and 

Services Branch of the Iowa Department of Public Instruction in 1977 

had some form of mental illness. 

o 2.5% of the 2,117 cases of reported child abuse in Iowa in 1976 

listed mental illness as the family problem. (183 of the 2,117 

cases involved sexual abuse, implying psychol ogical trauma).* 

o An estimated 15% of all patients seen in general medical practice 

are found to have emotional or psychiatric problems. 

o 18.2% of the residents of intermediate care nursing homes were ad

mitted as mentally 111. 

o The prevalence of severe emotional disorders in rural areas parallels 

urban areas, but people in rural areas have fewer mental health facil

it i es and trained manpower to assist them. 

The present mental health system is analyzed on the following pages by 

presenting indicators of 

Availability of services (where are services located?) 

Accessibility of services (who has access to the services?) 

Quality of services (how "good" are the services?) 

Continuity of services (is there a direct linkage with related services?) 

Enabling services (what services do we have to ensure the coordination 

of services?) 

*These data are misleading in that many of the other family problems listed could 
be classified as mental illness. 
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These services are considered in the following settings: (1) Home, i.e., 

public health nurses; (2) mobile, i.e.,travelling clinics; (3) ambulatory, i.e., 

Co1T111unity Mental Health Centers; (4) short-stay inpatient,i.e., psychiatric 

ward of general hospital; (5) long-stay inpaitent, i.e., Mental Health Insti

tues; (6) free standing support setting, i.e., vocational rehabilitation serv

ices; (7) community, i.e., citizen input and planning processes,volunteer 

organizations. 

In deriving the rec00111endations, goals and objectives, we remember that 

"descriptive information can become evaluative information 11
; information on 

who is being served becomes evaluative when it is compared with whom we intend 

to serve ... how much service is given become-s evaluative when compared with ex

pectations of how much service we're going to give. Centrally, evaluation is 

concerned with the outcomes of programs, with how well people are faring who 

have received service!* 

Availability 

0 All but two of the 77 counties that lack emergency services or 

that have limited emergency treatment resources are in rural areas; 

o All urban areas had separate psychiatric inpatient services, where

as only three rural catchment areas have this resource. Twenty

two (22) rural counties had no hospital beds for the mentally ill, 

and half of Iowa's poorest counties in the state; 

o Psychatric inpatient care is completely lacking in some counties 

and is limited to the care of less seriously disturbed clients in 

others. Psychiatric inpatient units are not usually under the con

trol or purview of the local center; 

o Though strong outpatient co1T111unity services exist in most areas, 

major gaps exist in other types of services. One of the major 

* G.arol Weiss, 11 The Politics of Evaluation 11 Emer1in1 Development in Mental Health 
Program Evaluation, Argold Press, N.Y., N.Y. 97 
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gaps is residential care to fill the continuum between county care 

facilities and independent living~ 

o There is a shortage of mental health services for mentally ill per

sons residing in county care facilities. Administrators of the 

county care facilities in HSRI's survey documented several service 

needs including resocialization and sheltered employment. Though 

81% of the mentally ill residents were on medication, the bulk of 

physician contacts by such clients occurred during semiannual 

visits by Mental Health Institute staff. 

Analysis 

A technical assistance capacity should be developed at the state level 

to assure that consultation is available for the development and ex

pansion of priority services. 

Mental Health Services should be organized in ways that (a) further -

the development of a full range of comprehensive conmunity-based serv-

ices and community support services to make possible continued decrease 

in institutionalization of the mentally ill, and (b) provide an increas-

ing proportion of nursing homes with adequate mental health services. 

(Source: Subgoal 3C Proposed National Guidelines.) 

Accessibility 

o Most rural counties lack the scope and array of mental health 

services and ancillary services present in the urban centers; 

o There are significant deficits in 24-hour emergency mental health 

services--only 22 counties have well-developed programs, 28 counties 

only have a telephone answering service or a recorded message, 

and 40 counties have no service at all; 

o Center programs generally provide a narrow range of services with 

few exceptions in urban and one or two rural ~ 



o Geography, differing criteria for determining liability under 

sliding fee scales, natural and architectural barriers for the 

handicapped, and a lack of an adequate array of services and 

residential resources deny access to services for some clients; 

o There are no mental health personnel trained in communicating 

with deaf persons in Iowa. 

Analysis 

Access to necessary health care services is determined by an individ

ual's ability to gain entry into the health system and to receive 

appropriate services and continuing care. A range of services which 

offers care and treatment from the preventive through the acute and 

rehabilitative phase is essential. 

Special attention should be given to the medically unserved and under

served populations residing in rural and inner city areas and toward 

certain age, racial, and ethnic groups who continue to experience 

serious difficulties in obtaining necessary health services. (Source: 

Proposed National Guidelines) 

Quality 

o Per capita expenditures for community programs averaged $3.42 in 

urban areas; $3.14 in rural programs; and $1.74 in the poorest 

areas; 

o The number of clients per thousand population receiving services 

average 7.19 in urban areas; 5.85 in nonpoverty rural areas, and 

4.27 in the poorest rural catchment areas; no money is spent on 

community mental health services in 14 counties; 

o Distribution of professional and psychiatric staff time per 

thousand population favor- -urban areas. The majortty of --psychia

trists in private practice are in cities of 25,000 population or 

more. 



o Iowa's Mental Health Institutes are accredited, generally well 

staffed, and have a reputation for providing good care. Compared -

to most other states, the staff/patient ratios are excellent and 

their services to surrounding counties fill major gaps in the com-

munity service network; 

o Iowa has attracted qualified professional staff who are basically 

satisfied with salaries, working conditions, and workloads, and 

feel free to be professionally creative in their work in both the 

coovnunity and institutional programs. They are reasonably unencum

bered by bureaucratic detail and controls; 

o Iowa ranks extremely high in terms of physician/professional hours 

a week per 100 resident patients; 

o No specific State standards exist regarding the protection of pa

tient rights in private inpatient programs with respect to seclusion, 

restraints, and use of electroconvulsive therapy; 

o -.OSS has limited staff to carry out its monitoring responsibilities 

in respect to residential care facilities serving mentally ill 

persons; 

o*~0H has 22 surveyors to inspect and monitor residential and nursing 

care facilities but no special training in the needs of the mentally 

i 11; 

o There are no physical fitness programs for the residents of the 

menta l health institutes.; 

o Care review committees at the local level also monitor quality of 

car e but also have no special awareness of the needs of the mentally 

; 11; 

o i)SS has limited staff to conduct the required monthly inspections 

at the Mental Health Institutes; 

* Department of Social Services 
** Department of Health 



-148-

o Outside of ad hoc groups, there is no legally mandated citizen re

view process at the Mental Health Institutes; 

o The Iowa Mental Health Authority only provides on-site monitoring 

at the centers when they are requested to do so by center staff; 

o No real financial incentives currently exist for the centers to 

meet Iowa Accreditation Standards since such standards do not co

incide with JCAH standards and therefore do not hold the promise 

of increased third-party reimbursements. 

Analysis 

A significant trend in mental health services utilization has been the 

movement of patients age 65 and over with mental disorders from psy

chiatric hospitals into nursing homes. The extent of this transition 

is that the proportion of elderly patients with mental disorders in 

nursing homes compared to psychiatric hospitals changed from a 53%/47% 

ratio in 1963 to a 75%/25% ratio in 1969. Slightly over half of the 

total expenditures($14.5 billion) for direct care of the mentally ill 

was concentrated in two types of facilities, i.e. nursing homes (29%) 

and state, county and other public mental hospitals (23%). It would 

be desirable to stabilize the growth of mental health patients in 

nursing homes and· assure that at least 50% of nursing homes have ade

quate mental health services by 1982. 

The quality of health care services should be monitored and improved 

on a continuing basis. 

The health and disease implications of exercise or its lack are in

creasingly documented. There is increasing acceptance that a sedentary 

lifestyle can significantly contribute to the evaluation of some 

chronic degenerative diseases. Individuals need to be made aware of 

the positive impact of regular, strenuous exercise on their health and 
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well-being. Similarly, the increased risks of certain diseases asso

ciated with a sedentary lifestyle should be brought to people's atten

tion in ways which encourage and help them to maintain more physically 

active lives. 

Professional, medical and related groups have long been concerned with 

monitoring and enhancing the quality of health care services. Tradi

tionally, this has been emphasized through standards of education and 

credentialing. Hospital audits of certain practices and outcomes, 

such as maternal mortality and tissue specimen reports, have also re

ceived considerable attention. 

In recent years, increasing attention has been given to utilization 

review practices and the assurance of continuing competence. Broader 

recognition has also been given to measuring the outcomes of treatment 

as well as its structure and processes. Such activities are applicable -

to ambulatory as well as inpatient services. The state of the art in 

quality assessment and related activities, however, is primitive. 

The effect of maldistribution of health services resulting in disparate 

equality of care available to various population groups is also re

ceiving added attention. (Source: Proposed National Guidelines) 

Continuity 

o The Mental Health Institutes have relatively short lengths of stay 

for most patients, and provide a variety of serv i ces in the quadrants 

they serve. Some have established good working r elationships with 

community mental health agencies; 

o 75% of all voluntary admissions to Mental Health Institutes bypass 

the community mental health program; 

o Almost 90% of all mentally 111 patients discharged from the Mental 

Health Institutes bypass the community mental health program; 
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o Linkages between the community program and the institutional system 

vary across the state from good to poor; 

o While some noteworthy exceptions exist, the linkages between the 

colTITlunity mental health system and the county care facilities, and 

other ancillary providers are generally weak; 

o A variety of ancillary service providers including public health 

nurses provide services to former Mental Health Institute residents 

in the community; 

o Training of mental health professionals in the State generally 

takes place at the mental health institutes and at Psychopathic 

Hospital. Very little of this training entails community-based 

experience; 

o Most center contacts ·with other generic agencies in the community 

that provide services to mentally ill clients are of a one-time 

nature; 

o Vocational rehabilitation services are currently being utilized 

by only 9% of center clients and 11% of institute residents. 

Shortened lengths of stay at the Institues have caused a reduc

tion in the level of VR services provided; 

· Analysis 

The value and viability of a comprehensive colTITlunity approach to 

mental health services delivery has been proved. Federally funded 

programs will be available or under development in over 40 percent 

of the catchment areas in the country by 1978. Congress has indi

cated such services are to be extended to every area of the county 

in which they are needed. It would be desirable for at least 70% 

of the population to be served by Community Mental Health Centers 

by 1982. 
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ColTlllunity actions to prevent illness and disability can support and 

supplement individual actions. Home, work place, school, and cor.vnun

ity should be safer and more conducive to healthful living. Preventive 

health services are often most effectively organized and provided on 

a colTlllunity-wide basis. 

The suicide rate for younger age groups of all races is particularly 

striking. It has almost tripled for persons between the ages 15-24 

over the last two decades and nearly doubled in the past ten years. 

The rate for young males has increased over 100% over the past 20 years. 

It is especially tragic that 21% of all suicidal deaths occur during 

these early formative years of adult life. 

Prevention activities for children should be aimed at both the chil

dren and their parents, particularly health programs that offer informa-

tion and services before children become mentally disturbed and ex- -

hibit extreme behavior; such care may help avoid serious consequences 

of mental illness. It has been estimated that only 10% of the children 

who need mental health care receive it. 

By helping both parents and children understand the phenomenon of drug 

using behavior, personal hann may be avoided. Interference with norm

al childhood development through recognized stages to adulthood can 

increase the risk of physical and mental disease. Programs should be 

developed to help children increase their self-esteem, easier develop

mental tasks, build skills to learn to cope with stressful environments. 

These programs can help children develop and provide them with the 

confidence and skills to deal with, master, and adapt to stresses of 

contemporary living. (Source: Proposed National Guidelines) 



Cost 

o Nationally, the cost of direct care for mental illness is estimated 

at $17 billion annually. (15% of all health expenditures)* 

o 21.5 million dollars were appropriated for State Mental Health In

stitutes in Iowa in 1977. 

o Current operating budgets for Iowa's 32 conmunity mental health 

centers exceed 5 million dollars. 

o Only very limited sources of funding exist to offset the start-up 

costs of needed priority services. 

o Supplemental Security Income coverage for the mentally ill could 

be expanded in the State if county care facilities were brought 

under private, nonprofit auspices. 

o There is no reason to believe that Iowa's last place ranking in 

per capita expenditure for mental illness reveals a lack of mental 

illness, rather it indicates Iowans get "more for their dollar" as 

well as indicating a disproportionate lack of services in rural areas. 

o No funding or reimbursement incentives currently exist to encourage 

program improvement in residential and nursing care facilities 

serving the mentally 111. 

o $721,426.72 in Title XIX monies were paid to private psychiatrists 

in Iowa in FY 1976-1977. 

o Iowa's comnunity system has strong local political and financial 

support. Counties fund 65% of center costs wi th l oca l tax revenues. 

There is a strong core of citizens that support and are involved in 

local programs. Centers have had relative freedom to develop pro

grams and, with few exceptions, have developed small but strong 

outpatient services that also provide community consultation and 

education. 

* ADAMHA forward plan FY 1979-83. 
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o There are weaknesses in administrative and support services, and 

evaluation and data management at the local program level. 

o There is no legally-mandated citizen participation in the review 

of the Mental Health Institute program. 

o Mental health planning in the State originates from individual 

providers: the centers, the county care facilities, local hospitals, 

and the mental health institutes. The plans and related budget re

quest evidence little provider or county collaboration and are ac

cordingly narrow {provincial) in perspective. The burden of support

ing existing and expanded services in most counties is becoming 

onerous and as a result, counties can no longer afford to view pro

vider plans and budget requests in isolation. Out of economic neces

sity, if nothing else, counties must increasingly share resources 

and therefore consider present and proposed mental health services -

in the context of multicounty plans (Consortia). 

o Very little technical assistance is available to current and poten

tial mental health providers of a programmatic or clinical nature. 

Analysis 

The previous factors listed are some indication of the cost of Iowa's 

mental health system. There are no factors listed that suggest means 

of cost containment. The means for more efficient and economic ways 

to deliver health services are a priority because of the growing 

cost of health care. The mental health field i s probably the least 

advanced in this area. An uninformed purchaser of services can buy 

poor quality services, with poor results and a high total cost thinking 

money was being saved because the un i t cost was low. We simply do not 

know what improvement is gained at what cost. 



-154-

A step toward outcome evaluation is made when clients are recorded as 

entering treatment at a level of functioning and a measurement made of 

the change in level of functioning on separation from treatment. Com

bined with cost of unit of treatment, an outcome measurement provides 

a means of finding effective but economical modes of treatment. 

Approaches to enhance the efficient operation of health care facilities 

have received increased attention due to rising costs. Better trained 

management personnel have been employed and shared arrangements among 

facilities have become more common. Interinstitutional systems that 

maximize the use and effectiveness of management skills and other sup

port services have been established. These approaches present signi

ficant opportunities for achieving the benefits of specialized manage

ment while maintaining the advantages of local responsibility and re

sponsiveness. Similarly, ambulatory care facilities should emphasize 

improved management to achieve more efficient operations. (Source: 

Proposed National Guidelines) 

The National Institute of Mental Health has a 4 year goal (1979-83).* 

"To maintain a broadly-based, stable research training effort and with

in that effort give emphasis to areas and groups with special needs."* 

From the analyses above it would seem Iowa would do well to look to 

the national goal and provide expertise and assistance to local regions 

to obtain the information necessary to ascertain if our services are 

accomplishing what is intended; and if so, if the accomplishment is 

obtained in the most economical manner possible for the desired result. 



GOAL: ACCESSIBILITY TO A FULL RANGE OF COORDINATED SERVICES TO PROMOTE 

OPTIMUM MENTAL HEALTH FOR ALL PERSONS REGARDLESS OF STATUS OR GEOGRAPH IC -

LOCATION. 
Cbjectives: Accessibility of services 

ObJect1ve l: By 1982 architectural accessibility to all mental health 

services in confonnance with state code for the 

handicapped. 

A new facility which proposes to offer mental health 

services must be designed for easy access to the disabled 

and elderly and must be in compliance -with the most 

stringent regulatory requirements applicable whether 

federal, state or local (Source: Midlands HSP, p. 165) 

Objective 2: Accessibility and acceptability to community mental 

health services for the elderly. 

LRRA : By 1982, five of the existing co1T111unity mental health 

centers offering a comprehensive range of treatment serv

ices to the elderly. (Source: Iowa HSP, VII-10, 

Objective 7-lC) 

Objecti ve 3: Accessibility of mental health services to all deaf and 

hearing impaired by 1983. 

Rec01T111ended Action: 

Hold at least one in-service workshop for each quadrant 

concerning psychiatric problems of the deaf or hearing 

impaired population by 1980. 

Object ive 4: By 1982 temporal accessibility to mental health services -

be no more than 30 minutes away for 80 percent of the 

population. 
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Eighty percent of the health service area population 

should be able to reach the services in a maximum of 

30 minutes. (Source: Midlands HSP, p. 165-outpatient 

counseling} 

Objectives: Availability of services 

Objective 1: By 1982 counseling services available in all community 

mental health centers for persons affected by person 

abuse such as child abuse, sexual abuse and wife 

battering. 

Objective 2: By 1982 consultation offered by community mental health 

centers on a regular basi.s to area education personnel 

for working with chronically disruptive and emotionally 

disturbed children. 

Objectives: Continuity 

Objective]: By 1982 identifiable contin.uity between all community 

mental health center programs and all primary care phy

sician practices or community health centers, including 

those established by rural health initiative grants. 

LRRA: Increase shared training and continuing education ex

periences for primary care physicians, physician ex

tenders, and c01T111unity mental health personnel. 

Objective 2: Psychiatric personnel should receive training in community 

services as well as having inpatient experience. 
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Objectives: Quality 

Objective 1: By 1982, access to quality mental health services for 

the mentally disabled in County Care Facilities. 

Objecti ve 2: By 1982 all Community Mental Health Centers will meet 

JCAH or similar standards necessary for third-party 

payments. 

Objectives : Continuity of services 

Objective 1: By 1982 a system of case managers to ensure continuity 

of care for the mentally disabled as they move through 

the different levels of care. 
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DEVELOPMENTAL DISABILITIES 

The information for Developmental Disabilities status and systems comes frrnn 

two documents unless otherwise stated. 

1) The Governor 1 s Planning Council for Development Disabilities. 

(This plan is prepared by the Iowa Developmental Disabilities 

Council - staffed by the Office for Planning and Programming) 

which is appointed by the Governor and acts as a planning body 

2) 

to the Executive Branch. (It is a condition to the certification 

of federal funds for the developmentally disabled.) 

Iowa 1 s seven year plan for Delivery of Services to Persons who 

are Developmentally Disabled, 11 The Department of Social Services 

was given the authority (by the Governor and legislation) to 

develop a plan which assures that the developmentally disabled 

population of this state will receive services appropriate to 

their needs 11
• 

The three Iowa HSPs do not address the DD population separately. However, 

grant money for the programs for this population is to relate to State Policy 

as set forth in the State Health Plan as prepared by the Statewide Health Co

ordinating Council; therefore, it was a priority for the Preliminary State 

Health Plan. 

Development disabilities are those disabilities attributable to mental retar-

dation, cerebral palsy, epilepsy, autism, (or dysl exia resulting from these) 

or any other conditions closely related to mental retardation in tenns of in

telectual and adaptive problems. The handicap must originate before age 18; 

can be expected to continue indefinitely; and constitutes a "substantial 

- handicap. 11 

The status indjc.ators. of the developmentally disabled in .Iowa are .projected 

rates from national incidence rates. 
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o Total developmentally disabled population---
o Mental retardation--------------------------
0 Epilepsy------------------------------------
0 Autism--------------------------------------
0 Substantially handicapped-------------------

By 1982, it is projected Iowa will have 

o 11,460 0.0. persons 0-4 yrs of age 
o 38,658 0.0. persons 5-19 
o 99,040 0.0. persons 20 and over 

153,713 
86,094 
57,396 

179 
47,782 

Of these 19,526 (14%) will come from households having annual incomes below 

poverty level. 

o It is estimated approximately 60,000 Iowas are afflicted with 

birth defects and genetic diseases. 

o Approximately 3.9'/oof the new born in Iowa will have birth defects. 

Analysis of Status of Developmentally Disabled 

Since an estimated 64% of the projected disabled population in 1982 will be 

20 years or older it will be important to have residential facilities in the -

communities with the necessary support services to allow these persons to live 

in the least restrictive environment. 

The percentage of those born with birth defects lends weight to the importance 

of genetic counseling programs as well as early screening and detection programs. 

Liaison with the Department of Substance Abuse for substance abuse education 

regarding influence of substances on mental retardation is also important in 

lieu of the enormous influence of substance abuse on the fetus during the 

prenatal period. 

The impact of these disabilities and problems on individuals and their families 

as well as on society is reduced if the affected persons are able to increase 

their capacity to handle these difficulties and to carry out more of their 

daily activities. Such habilitation and rehabilitation efforts can and should -

be extended in local colT1Tlunities through a variety of approaches. (Source: 

Proposed National Guidelines). 



Health Status Goal 

Patterns and conditions of everyday life for the developmentally dis

abled that are as close as possible to the norms and patterns of the 

mainstream of society. 

Indicators of the Adequacy of the Present Service System for the Developmentally 

Disabled. 

Availability/Accessibility 

Prevention 

Maternal and Child Health in the State Depatment of Health services 

are dealt with in detail beginning on page 11. 

Services from this division that impact directly on the developmentally 

disabled are: 

o Family planning agencies (16) 

o Maternity and infant care to 11 counties 

o Genetic c-0unseling available in northeast Iowa 

Diagnosis and Evaluation 

State Services for Crippled Children attended a total of 7,113 patients 

in 139 clinic days in 1976. 

o approximately 10% (749) were for early periodic screening and 

detection. 

o of the patients examined in FY 1976 a total of 390 were diagnosed 

as developmentally disabled. 

o cerebral palsy 116 

0 epilepsy 41 

o mongolism 87 

o mental retardation 146 

The two hospital-schools for the mentally retarded are located at 

Glenwood (southwest Iowa) serving 52 counties and Woodward (central 

Iowa) serving 47 counties. 
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Retardation was attributed to: 

infection 7% 
intoxification 3 
trauma 16 
metabolism/growth/nutrition 3 
prenatal influence 26 

Woodward State Hospital-School maintains a traveling team for evaluation 

and in-service training. 

Glenwood State Hospital-School has a traveling team on request. 

The Department of Public Instruction has two programs that relate 

directly to developmental disabilities. In connection with its goal 

of "The Child's education must be carried out in the appropriate envir

onment , i.e., with nonhandicapped children and consistent with regular 

schooling where possible", the 16 area education agencies throughout 

the State maintain an ongoing identification assessment and diagnostic 

program including: screening, appropriate training, control measures, -

confidential record keeping, interaction with pupils, teachers and 

parents and habilitation. 

Continuity 

ICF/MR (intermediate care facilities for the mentally retarded), the 

most intensive level of residential progranming that will be available, 

is planned to be provided at the community level as well as the State 

Hospital-Schools. The projected numbers of eligible clients currently 

in need of conmunity based ICF/MR care, if such were available, are 

as fol lows: 

District l (Decorah) 278 
District 2 (Mason City) 252 
District 3 (Spencer) 137 
District 4 (Sioux City) 294 
District 5 (Fort Dodge) 104 
District 6 (Marshall town) 155 
District 7 (Waterloo) 370 
District 8 (Dubuque) 299 
District 9 (Davenport) 225 
District 10 (cedar Rapids) 653 
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District 11 (Des Moines) 450 
District 12 ( Carro 11) 88 
District 13 (Council Bluffs) 231 
District 14 (Creston) 245 
District 15 (Ottumwa) 374 
District 16 (Burlington) 151 

The Rehabilitation Education and Services Branch (vocational rehabili

tation) plays an enormous role in continuity of care. If developmen

tally disabled are to remain in the community levels of employment 

must be available and accessible. RESS services are available to every 

county in the State through thirteen major population centers. RESB 

has offices in the three State universities, four mental health in

stitutes, two hospital-schools, and the state's correctional facilities. 

o RESS worked with 5,311 developmentally disabled persons in 1976. 
o 2,921 were rehabilitated 
o 2,390 were not rehabilitated. 

o 518 mentally ill 
o 419 mentally retarded 
o 126 substance abuse 

. alcoholism 106 

. drug addiction 20 
a 97 epilepsy 

o Title XX Department of Social Services 
o provide homemaker service to developmentally disabled 
o provide adequate day care for handicapped children 
o provides foster homes and group care facilities 
o sheltered employment 
o counseling and protective services 
o information and referral 

The University of Iowa has residential and a day program for persons 

0-21 years of age "the educables but severely physically and educationally 

handicapped as a result of cerebral palsy, muscular dystrophy, spina 

bifida, arthritis, poliomyelitis or other severe physically handi-

capping condit ions . 

Statewide private service providers to the Developmentally Disabled 

"appear to complement the more generalized services by public agencies 

and serve as purchase-or-service resources for agencies such as the 

Department of Social Services and Special Education." 
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o Easter Seal Society served approximately 28,000 
handicapped persons in 1975 

o Glenwood and Woodward Hospital-Schools are JCAH accredited and 

meet federal regulations to receive funding as an intermediate 

care facility for the mentally retarded and for Title XIX money. 

o RESB program efficiency (~aseload status quarterly report regularly 

reviewed) 

o Six types of homes are licensed by the Iowa Department of Health to 

provide board, acco111T1odation and the following types of care. 

o Adult Foster Homes & Boarding Homes (SPECIAL LIVING ARRANGEMENTS): 

Provide supervision to persons who are unable to sufficiently 

or properly care for themselves, but who are essentially cap

able of managing their own affairs. Maximum capacity is 2 

persons, (Adult Foster Homes) minimum capacity is 3 persons 

(Boarding Homes). 

o Custodial Homes (DOMICILIARY CARE) (minimum capacity 3 persons): 

. Basic Nur~: personal care and treatment or simple 

nursing care to persons who require domiciliary care or 

occasional skilled nursing care, but who do not require 

hospital or skilled nursing home care. 

Intermediate Nursing: nursing care and supporting serv

ices as directed by a physician to persons who require 

continuous nursing care and related medical services, or 

occasional skilled nursing, but who do not require hos

pital care . 

. Skilled Nursing: health care services necessary for 

certification as a skil l ed nursing home under Title XIX 

of the United States Social Security Act. 



All categories of Health Care Facilities in Iowa (see 3.3. 1.3), includ

ing the County Care Facilities, are licensed by the Iowa Department of 

Health. The licensing and renewal procedures and criteria are not 

known at this time. 

Community Education 

Cost 

The Iowa Mental Health Authority lists the developmentally disabled as 

being included in the definition of those to be served by Community 

Mental Health Services. However, there are no data concerning such 

services. The State of Iowa Plan for Mental Health Services lists the 

following project as funded 

The Iowa Association for Retarded Citizens receive funds to 

develop an educational program entitled. 11 Developing Attitudes 

of Selected Agency Personnel to Promote the Mental Health of 

Individuals who are Mentally Retarded. 11 The program was oriented 

toward developing more positive attitudes toward the mentally 

retarded and income maintenance personnel in the Department 

of Social Services with whom these individuals frequently interact. 

It is difficult to assess any type of cost/effectiveness of services 

for purposes of Cost Containment without consistent unit of treatment 

cost data. 

Unit cost data for services for developmentally disabled persons is not 

available at the present time with the exception of RESB cost data. 

Cost 1976 

o Diagnosis and evaluation average cost per client $214 

Training 

o College 
o Business School 
o Vocational School 
o On-the-Job 

$603 
702 
293 
269 

Maintenance $385 
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Analysis 

In order to ensure accurate data on numbers of developmentally disabled 

persons needing services and to plan for the orderly development of 

those services and facilities, a data collection and retrieval system 

is necessary. 

A statewide 1nteragency data collection-retrieval system would eliminate 

many of the difficulties that now exist when any one agency wishes to 

collect data to plan properly for the expanded delivery of services to 

clients or to evaluate and monitor the current services to clients. 

It would also be used to share information between agencies to better 

serve clients. If computerized, it could also provide up-to-date in

formation to clients and providing agencies on whatever resources and 

programs might currently be available and thus resolve a practical 

difficulty of matching current needs of a client to currently avail

able resources. It would greatly enhance follow-along capabilities. 

A major problem in corrmunity based health care at present occurs 

because no single agency is responsible for all related services 

which affect the health of the citizenry. Such services cannot 
by 

brought aboutAthe health care system alone. Nor should the health 

care financing system be the sole source of funds for the entire range 

of services required. Many other agencies providing human and social 

services, income maintenance, transportation, employment, housing, vo

cational rehabilitation and others should be considered a part of the 

total system of care. The health care system should work with the human 

services systems to determine the focus of responsibility for coordinat

ing the health and related services to persons with limited capability 

to seek and secure services from a multiplicity of agencies and insti

tutions. Also, the health system should work cl osely with other human 
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service systems, such as the education, welfare, criminal justice, 

transportation, recreation and others, in planning and implementing 

health promotion and disease prevention activities. 

These interrelationships are especially important to individuals and 

families with complex and chronic health problems. For example, per

sons who are emotionally disturbed, mentally ill, alcoholic or drug 

addicts may need other human service agencies to help them with family 

and vocational counseling, educational assistance, job training and 

placement, employment, legal aid, and other social and rehabilitative 

services. Similarly, persons in need of long-tenn care often require 

services such as housekeeping and child care. (Source: Proposed 

National Guidelines) 

At the present time in Iowa, except for the University of Iowa 

program with regional services, there are few programs to enable autistic 

type children to remain in their homes. Some states, i.e. Minnesota, do 

have programs consisting of outreach workers who work with the parents of 

autistic type children, and who train ancillary helpers to stay with and 
work with the children in their neighborhood schools. 

The health and disease implications of exercise or its lack are in

creasingly documented . There is increasing acceptance that a sedentary 

lifestyle can significantly contribute to the evaluation of some chronic 

degenerative diseases. Individuals need to be made aware of the posi

t ive impact of regular, strenuous exercise on their health and well

being. Similarly, the increased risks of certain diseases associated 

with a sedentary lifestyle should be brought to people 1 s attention in 

ways which encourage and help them to maintain more physically active 

- lives. (Source: Proposed National Guidelines) 
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GOAL: A COMPREHENSIVE ARRAY OF SERVICES SUFFICIENT IN QUALITY AND QUANTITY 

TO MEET ALL CLIENTS' NEEUS, REGARDLESS OF AGE, LEVEL OF uISABILITY OR 

CULTURAL BACKGROUND ACCESSIBLE IN THE COMMUNITY AND/OR DISTRICT. 

Objective: Availability/Accessibility 

By 1982, Population in the hospital-schools reduced by 

one-third. 

LRRA: Corrmunity based services for children with aut1st1c type 

behaviors 

LRRA: Comprehensive screening, diagnosis and evaluation of all 

D.D. individuals. 

SRRA: By 1978, a residential manual for interested providers 

and citizens in all aspects of group home development. 

Objective: Quality 

By 1982, Joint Corrmission on the Accreditation of Hospitals -

minimum program standards for all intermediate care facil-

ities for the mentally retarded in Iowa. 

LRRA: An ongoing information and evaluation system for the 

continual improvement and upgrading of the quality of 

services for the developmentally disabled. 

LRRA: Physical fitness programs be part of the individual treat

ment plans of institutionalized persons when appropriate. 



E M E R G E N C Y M E D I C A L S E R V I C E S 

- I HEALTH STATUS 

Emergency medical services have their greatest potential for saving lives 

and preventing pennanently disabling conditions when dealing with sudden-onset, 

acute conditions such as accidents, heart attacks and strokes. However, emergency 

medical services can do very little to improve the condition of persons suffering from 

chronic degenerative diseases such as cancer (malignant neoplasms). In Iowa in 

1975, the four leading causes of death were diseases of the heart (39.3%), 

malignant neoplasms (19.1%), cerebrovascular disease (11.5%) and all accidents 

(5.1%).1 Emergency medical services can have an impact on three of these four 

(diseases of the heart, cerebrovascular diseases and accidents). Of the total 

deaths from diseases of the heart, approximately 50% are caused from heart attacks 

(myocardial infarction). Since immediate care is of utmost importance in the case 

of heart attack victims to avoid death and pennanent disability, emergency medical 

services can have a favorable influence on the severity of this condition. 

Strokes (cerebrovascular diseases) is another area when immediate care is essential 

and where emergency medical services can have a favorable influence. Approximately 

50% of the total deaths from accidents involve automobiles. For the purpose;of 

this section, we will separate automobile accidents from accidents not involving 

automobiles. 

In 1975, motor vehicle accidents took the lives of 714 persons. Approximately 

33,000 more were injured, of which about 9% were pennanently disabled. All other 

types of accidents killed 742 persons in the state in 1975. Another 9,009 persons 

died from heart attacks and strokes in the state in 1975. Statistics indicate 

that approximately 20% of the deaths from these emergent conditions could have been 

prevented if proper emergency medical service could have been immediately available 

- to the victim.2 

1vital Statistics of Iowa - 1975, Iowa State Department of Health, Division 
of Records and Statistics. 

2comprehensive Emergency Medical Services Plan - State of Iowa. 



-169-

With few exceptions, the death rates from these four conditions have been 

declining in t he State as a whole and in each of the three HSAs since 1970 . Of 

particular significance is the fact that although the rates for myocardial 

infarctions, cerebrovascular disease and motor vehicle accidents are going down, 

they are significantly above the national rates (figure EMS-1). Rates of the 

three health service areas seem to be fairly consistent with the rates for the 

Illowa HSA be i ng consistently the lowest and those of the Midlands HSA being 

consistently the highest (figure EMS-2). 

In order to reduce mortality associated with emergency conditions, 

life-style habits must be changed and the emergency medical services system must 

be improved. Life-style habits such as drunk or reckless driving, obesity, 

smoking, subs t ance abuse and other dangerous types of behavior must be changed. 

The emergency medical services system must be capable of providing immediate 

response to individuals who have emergency life-threatening injuries or illness. 

\ 
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DEATHS FROM SELECTED EMERGENT CONDITIONS 

-

1970 1971 1972 1973 1974 -
# R # R # R # R # R 

MYOCARDIAL 
INFARCTION 

State 6453 22.8 6433 22.7 6361 22.3 6185 21. 6 5963 20.8 
Iowa HSA 5669 22.9 5646 22.7 5570 22.3 5406 21.6 5210 20.8 
Midlands 426 24.9 424 24.8 430 25. 1 433 25.2 430 25.0 
Illowa 358 19.8 363 19.9 361 19.6 351 18. 9 323 17 .2 

CEREBROVASCULAR 
DISEASE 

State 3681 13.0 3681 13.0 3674 12.9 3643 12.7 3477 12. 1 
Iowa HSA 3266 13.2 3256 13. 1 3231 13 .0 3215 12.9 3086 12.3 
Midlands 207 12. 1 216 12.6 220 12.8 205 11.9 181 10.5 
Illowa 209 11 .6 209 11. 5 223 12. 1 222 12 .0 210 11.2 

MOTOR VEHICLE 
ACCIDENTS 

State 878 3. 1 900 3.2 873 3. 1 813 2.8 731 2.6 
Iowa HSA 770 3. 1 788 3.2 765 3. l 715 2.9 651 2.6 
Midlands 57 3.4 60 3.5 56 3.3 49 2.9 39 2.3 
Illowa 50 2.8 52 2.8 51 2.8 48 2.6 41 2.2 

ACCIDENI~ lNot Including Motor' ehicle Accide nts) 
- Tota 1 Net 

State 775 2.7 900 2.6 765 2.6 765 2.7 769 2.7 
Iowa HSA 686 2.8 662 2.7 668 2.7 668 2.7 682 2.7 
Midlands 43 2.5 40 2.3 53 3. l 49 2.9 46 2.7 
Illowa 46 2.6 44 2.4 46 2.5 49 2.6 41 2.2 

Rates per 10,000 population 
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- II. 
HEALTH SYSTEM 

The emergency medical services system must be capable of providing imme

diate response to individuals who have life threatening illness or injury. In 

order for this to occur, there must be citizen access to the system, patient 

stabilization, and inpatient diagnosis and treatment. The typical emergency pa

tient enters the system following a telephone or radio call to law enforcement, 

fire or ambulance departments. In most cases both the ambulance and police are 

dispatched and in some cases a rescue unit may be dispatched. Upon arrival at 

the scene, if the ambulance personnel are Emergency Medical Technicians (EMTs) 

or Emergency Rescue Technicians (ERTs), the patient is evaluated, eradication 

and/or patient aid is given and the patient is transported to the hospital. If 

the ambulance and/or rescue personnel are not EMTs or ERTs, the patient will 

probably receive minimum or no care at the scene. If colllTlunications are avail-

- able, the hospital will be notified of the patientts condition and approximate 

time of arrival. Upon arrival at the hospital, the patient will again be eval 

uated, aid given and the appropriate medical staff notified. 

In order for the emergency medical services system to function effectively, 

the following conditions should exist: 

1. Training programs should exist and a majority of the general 

population should be trained and willing to provide invnediate 

care and/or self help and also trained in the quickest and 

most efficient manner to su111T1on trained assistance. 

2. An ernergency communications system should exist which can receive 

calls for help and quickly and efficiently dispatched appropriate 

personnel and equipment. 

3. An appropriate number of adequately trained emergency medical 

technicians and emergency rescue technicians should be available 
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to respond to calls for emergency assistance to all citizens of 

the state within five (5) minutes in urban areas and ten (10) 

mi nutes in rural areas. 

4. An appropriate number of adequately equipped emergency transport 

(ambulance) and emergency rescue vehicles should be available to 

provide all citizens of the state services within ten (10) minutes 

in urban areas and twenty (20) minutes in rural areas. 

5. A stratified system of hospital emergency departments should 

exist which would provide that no citizen of the state is more 

than forty-five (45) minutes from a colTITlunity emergency service 

nor more than seventy-five (75) minutes from a regional or 

comprehensive emergency service. 

6. The emergency medical services system should provide without prior 

inquiry as to ability to pay, necessary emergency medical services 

to all patients requiring such services. 

7. A continuum level of care appropriate to the patients' illness 

or injury by providing adequate transfer mechanisms between 

established provider linkages both regionally and statewide. 

8. A coordinated approach for utilization of public safety agencies 

in standard EMS and disaster operating procedures including use 

of shared personnel and services and Paramedic legislation facili

tating the develOJJllent of advanced life support systems. 

At the present time there are just a few courses presented by the Red 

Cross, the Heart Association and the State Department of Health which train per

sons to provide irrmediate care in medical emergencies. However, these are train

ing only a small portion of the population of the State which needs and should 

have this type of training. -
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Emergency c0111t1unication systems exist in this area. The ability to pro

vide medical control through the conmunication system usually does not exist. 

The State EMS Conmunications Plan proposes a more coordinated system, however, 

this plan is considered by some providers and consumers as not practicle or un

acceptable for a variety of reasons. 

At the present time there are 6,086 persons serving as ambulance or 

rescue personnel on either a volunteer or paid basis. Of these 2,726 have been 

trained and qualify as Emergency Medical Technicians, 173 as Emergency Rescue 

Technicians, 146 who have received some type of military medical training, and 

3,041 (50%) who have received no training at all (figure EMS-3). 

Figure EMS-3 

EMS PERSONNEL TRAINING 

EMT ERT Militart No Training Total 
Iowa HSA 

Subarea l 778 2 17 706 l, 503 
Subarea 2 474 112 27 455 l ,068 
Subarea 3 273 l 13 559 846 
Subarea 4 443 22 27 554 1,046 
Subarea 5 508 36 58 494 1,096 
TOTAL 2,476 173 142 2,768 5,559 

(50%) 

I 11 owa HSA 33 0 3 97 133 
(73%) 

Midlands HSA 217 0 l 176 394 
(45%) 

State 2,726 173 146 3,041 6,086 
(50%) 
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In addition to EMT and ERT training programs which are presented at all 

area colleges, the Iowa State Department of Health presents courses on crash -

injury management for police officers, weight enforcement officers, conservation 

officers, and security officers at State government buildings. Courses on 

emergency care are also presented to teachers certified to teach the severely 

handicapped. The department is in the process of developing a course on emer-

gency care to be presented to physicians and nurses for continuing education 

credits. 

· At the present time there are approximately 375 ambulance services in 

the state quipped with 606 ambulance and rescue vehicles. Of these 312 are of 

Van/Modular type, 161 of Coach type, 55 of Step Van type and 78 which are 

classified as other (figure EMS-4). It is estimated that none of those classi

fied as other would meet the federal DOT vehicle requirements or the proposed 

State requirements and therefore would need upgrading. Upgrading of those 

vehicles which do not meet federal or proposed state requirements may threaten 

the viability of numerous small volunteer ambulance services. Any effort to 

establish and enforce these standards should take into consideration these 

volunteer services. 

FIGURE EMS-4 

VEHICLE TYPES 

Van/Modular Coach Step Van Other Total 
Iowa HSA 

Subarea 1 67 35 9 21 132 
Subarea 2 47 13 16 8 84 
Subarea 3 44 27 13 10 94 
Subarea 4 58 40 6 19 123 
Subarea 5 64 34 4 16 118 
Total 280 149 48 74 551 1/4,569 

(13.4%) 

Illowa HSA 8 4 2 0 14 1/13,533 
(0%) 

1/4,1, Midlands HSA 24 8 5 4 41 
(10%) 

State 312 161 55 78 606 1/4,751 
- - --·----~-·- ~ --··- - - -· ( 13%) 
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An emergency transport response time of ten (10) minutes in urban areas 

- and twenty (20) minutes in rural areas is considered by most ambulance service 

providers as feasible for most runs. Many indicated that it is already being 

met now by many services. 

In 1973, each hospital emergency department in the state was visited by 

an evaluation team in preparation for completion of the emergency department 

categorization program. This categorization has been continually updated since 

that time as the hospital's capabilities have changed. See appendix for 

criteria for categorization. Iowa has one comprehensive emergency service located 

at University Hospital in Iowa City, fifteen (15) regional emergency services

type A, fourteen (14) regional emergency services-type B, seventy-five (75) com

munity emergency services-type C, and twenty-eight (28) inmediate aid outpatient 

departments (figure EMS-6). See appendix __ for listing of hospital categor-

ization. The relatively large number of emergency departments are widely dis-

persed geographically as illustrated on the following map. The shaded areas are 

those which are not served by either a colTITlunity emergency service within forty

five (45) minutes or a regional emergency service either type A or type B with

in 75 minutes. 

Iowa HSA 
Subarea l 
Subarea 2 
Subarea 3 
Subarea 4 
Subarea 5 
Total 

Illowa HSA 

Midlands HSA 

State 

Figure EMS-6 

HOSPITAL CATEGORIZATION 

Comprehensive 

o 
o 
o 
o 
l 
l 

1 

Reg A 

2 
2 
o 
5 
3 

12 

2 

1 

15 

Reg B Comm Type C 

3 
2 
l 
3 
4 

13 

14 

16 
17 
10 
12 
13 
68 

2 

5 

85 

llllTled Aid 

6 
3 
4 
7 
7 

27 

28 



-177-

OERGEHCY SERVICI'. DCILITIES AND AREAS 
NOT WITHIN "INUUt TINE-DISTANCES Of ,. nrE A, •• OR C f~IUn 

- - - -• • • • - -• • - - -• • ---• • • --
• • 

·• • 

- -• 
♦ Coq,rehensive Emergency Service 

e Regional Entrgency Service - Type A 
■ Regional Emergency Service - Type 8 
t Comnunity Emergency Service - Type C 
• lnned11te 11d outpatient Oepartlllent 

• 

-
•• 

Pilll1.rus not within 45 ■inutes of •· Type C f1c111ty 
fifti?/ nor within 75 ■inutas of .a Type A or 8 facility 

• 

Iowa does not have comprehensive emergency medical services legislation. 

Along with general legislation covering the operation of emergency vehicles with 

regard to sirens and lights, the only current legislation provides for: 

1. A good Samaritan Act which covers only those rendering "emergency 

care or assistance without compensation ... 11 

2. Authorization for cities, counties, or county hospitals to operate 

or contract for ambulance services. 

3. Authorization for the use of National Guard helicopters as 

ambulances. 
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Currently, the Iowa Legislature is developing a bill relating to the 

training and certification of and the services perfonned by advanced emergency 

medical technicians and paramedics, authorizing the Department of Health to make 

rules with the advice of an Advanced Emergency Medical Care Board and also im

posing penalties. The Department of Health and the Legislature are also investi

gating the possibility of developing legislation which would allow counties to 

·make a tax assessment to pay for the cost of providing ambulance services. 

Several different versions of a bill governing operation of ambulances and train

ing of ambulance personnel have been considered in the Iowa Legislature since 

1971 without success. Voluntary upgrading of the ambulance system has occurred, 

however, there are clearly identifiable areas where little progress has been made, 

thereby illustrating the need for legislation in this area. 
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GOAL l: TRAINED ASSISTANCE AVAILABLE IN THE EVENT OF MEDICAL EMERGENCIES 

FOR ALL IOWANS. 

Objective l: By 1982 50 percent of the population of the.state trained 

in the most efficient and quickest manner to su111110n trained 

ass1 stance 1n the event of a medical emergency. 

Objective 2: By 1982 25 percent of the population of the state trained 

to pro vi de fi rs.t aid and/or self help in the event of 

a medical emergency. 
SRRA:-By T979aevelop and.obtain passage of legislation which would 

require first aid training (to include CPR training) as part of 

the required driver education course. 

GOAL 2: COORDINATION AND IMPLEMENTATION OF THE EMS COMMUNICATIONS PLAN. 

SRRA: By 1979 revise the State EMS Communications Plan wi1h involvement 

from both EMS providers and consumers, law enforcement communications -

personnel, and communications engineers. 

GOAL 3: QUALITY EMERGENCY MEDICAL SERVICES AVAILABLE STATEWIDE. 

Objective 1: Establish and enforce minimum statewide standards for 

emergency vehicles and personnel. 

SRRA: Develop and obtain passage of legislation requiring licensure of 

ambulance services with minimum standards for personnel and 

equipment. 
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SRRA: By 1978 develop a "model career ladder" for EMS personnel which 
basic and 

would encourage/advanced training and provide incentives which 

would slow the high turnover rate. 

SRRA: Obtain passage of legislation which would permit counties to assess 

taxes to fund emergency medical services by 1978. 

Objective 2: A stratified system of hospital emergency departments which 

would provide that no citizen is more than 45 minutes from 

a conmunity emergency service nor 75 minutes from a 

co!T',)rehensive or regional emergency service and within 
easy access of critical care units. 

LRRA: Encourage development of the system through the 1122 and Certificate 

of Need review processes as well as the local and statewide planning 

process. 

SRRA : By 1978 include as part of the State Medical Facilities Plan a plan 

for a stratified system of hospital emergency departments to include 

critical care units. 
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H E A L T H C A R E C O S T S 

Medica l care costs have increased dramatically over the last 20 years 

in both Iowa and the Nation and are continuing to climb. Both the amounts ex

pended for med ical care and the prices of medical care goods and services have 

increased sharply. The rise in medical care prices has outpaced the overall 

increase in consumer prices. 

In 1975, 8.3% of our Gross National Product (GNP - the total market 

value of the Nation's annual output .of goods and services) was spent for health 

care. The port ion of the GNP devoted to health has been rising since 1955, but 

the rate of increase climbed markedly after 1965. 

National Health Expenditures as a Percent o~ 
Gross National Product 

$118.S 

($ billion) 

25.:9 , 
$12.0 $17.7 

1950 1955 1960 1965 1970. 1975 

Source: U.S. Department of Health, Education, 
and Welfare; Social Security Administration, 
Office of R~search and Statistics. 
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In 1976, health expenditures as a percent of the GNP continued to rise, 

reaching 8.6%, or $139.3 billion. In comparison, total medical expenditures 

were $122.2 billion in 1975, $69.2 billion in 1970, and only $25.9 billion in 

1960. 

A major source of the increase in total medical care expenditures has 

been in the hospital sector. Hospital expenditures have quadrupled in the last 

decade and continue to be the largest share of spending for health purposes, 

totaling $55.4 billion in 1976. In comparison, expenditures for physicians' 

services (which have nearly tripled in the last decade) ranked second at $25.4 

billion in 1976. 

The prices charged for medical care increased by 9.9% in 1975, as com

pared to a 6.8% rate of increase for all other items in the Consumer Price Index. 

The rise in hospital service charges was the largest in the 1975 Consumer Price 

- Index, increasing by 13%. 

Health Care Price Increases: 1975 

Medical Care Services 
Hospital Service Charges 
Physician Fees 
Dental Fees 

Drugs and Prescriptions 
Total Medical Care 

Percent Change 
12/74 to 12/75 

+ l O. 3% 
+ 13.0 
+ 11.8 
+ 7 .8 
+ 7 .4 
+ 9.9 

Source: U.S. Department of Labor, Bureau of Labor 
Statistics. 
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•' The per capita expenditure for person health care was $476 in 1975. For 

persons under age 65 the outlay was $365, and for persons age 65 and over the 

outlay was $1,360. The largest part of the personal health care dollar, 67%, 

is financed by third-party sources (private health insurance and government). 

In comparison, the percentage of third-party financing for personal health care 

was 44% in 1960, and only 31% in 1950. Since 1950, out-of-pocket payments for 

health care have decreased from approximately two-thirds of total expenditures 

to only one-third. In the area of hospital care, the impact of third parties is 

even more dominant. Nearly 90% of payments for hospital care were made by third 

parties in 1974. 

Rising prices, population growth, increased use of services, and develop

ment of new services have all stimulated the .increase of personal health care 

expenditures between i950 and 1974, but the impact of each source varies: 

. about 46% can be attributed to higher prices; 

. about 15% results from populat1on growth; and 

. the remaining 38% is due to increased use of services and to a 

variety of new, often costly, medical services. 

Adequate data specifically reflecting total expenditures, consumer prices, 

and per capita expenditures in Iowa does not exist. Consequently, the Office 

for Health Planning and Development has made a basic assumption that the Iowa 

experience is similar to the United States in general. 

National publ i c policy in health affairs changed dramatically with the 

passage of Medicare and Medicaid in 1966. Through these programs, the federal 

and state governments became major third-party purchasers of health care, infus

ing billions of new dollars into the health care market . The Council on Wage 

and Price Stability offers a startling description of the government 1 s impact on 

the health care system since 1965: 

Government expenditures for personal health care jumped 484% 
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from $7.0 billion to $40.9 billion between 1965 and 1975. 

Government sources thus accounted for 39.7% of personal health 

care expenditures in 1975, compared to 20.8% in 1965. The 

government's impact is particularly noticeable in the hospital 

sector, where it met 55.0% of expenditures in 1975. 

In addition to direct payments for personal health care, the government 

subsidizes medical research, education, and construction of health facilities 

as well as providing subsidies through income tax exemptions for health insurance 

premiums. The total annual level of direct government support to the health 

industry accounts for nearly half of the total health expenditures. 

Government Support to the Health Industry: Fiscal 1975 

Source Amount 

Federal Expenditures 
State and Local Expenditures 
Federal Tax Preferences 
TOTAL 

($ billion) 

$33.8 
16. l 
8.0 

$57.9 

Source: The Problems of Rising Health Care Costs, Council 
on Wage and Price Stability Staff Report, April, 1976 

The increase in spending for health care has not been limited to govern

ment. Between 1965 and 1975, expenditures under private health insurance plans 

increased 229%, from $8.3 billion to $27.3 billion. Despite this large increase 

in expenditures , the portion of total spending for personal health care under 

private insurance increased only about two percent. In 1975, spending for health 

care in the United States was as follows: government - 39.7%, private insurance -

26.5%, and out-of-pocket 33.8%. 

The Office for Health Planning and Development believes that the over

whelming evidence of uncontrolled spending for health care must cause us to re

evaluate the goal of 11 health at any cost. 11 We must move to develop an improved 
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capacity to al locate resources rather than continue to have our scarce resources 

coRmitted in ever increasing amounts without rational consideration of alterna

tives. Future expansion of health benefits by government should not be under

taken until the system's current deficiencies that allow unbridled cost increases 

are corrected. The lesson of Medicare and Medicaid must not be ignored: the in-

. troduction of national health insurance without improved controls on the system 

might well precipitate economic disaster in the health industry. 

I. Health Status 

The geography of Iowa has had a major impact on the development of 

the State ' s system of health care services. The land area is 55,941 square 

miles and the average population density is 50.5 persons per square mile. 

In 1970, 80 of the state's 99 counties had population densities less than 

the state average of 50.5. Of these, 30 had population densities less than 

half the state average. 

Because of the realities of distance in rural Iowa, many small health 

facilities have been developed to provide access to health services within 

reasonable travel times and distances. The 1977 Hospital Survey of the 

Iowa State Department of Health indicates that Iowa has 3 hospitals with 

less than is beds for a total of 42 beds, 40 hospitals with 25 to 50 beds or 

a total of 1,535 beds. Total number of beds for the state is 16,048. The 

average occupancy rate for the state is approximately 60% with hospitals 

with 0-25 beds at 61% occupancy and those of 25-50 beds at 52% occupancy. 

The feasibility of changing this situation is limited by the accepted 

goal of promoting equitable access to health care services. Small hospitals 

are necessary in many rural areas of the State. The potential does exist to 

increase utilization of hospital facilities through use of the facilities 

by other than acute care services. 



The population in Iowa, as well as the Nation, is getting older. The 

portion of the Iowa population age 65 and over increased from 10.4% in 1950 

to 12.4% in 1970. The Iowa population age 75 and over increased by 43.2% 

between 1950 and 1970. The average age at death has been steadily increas

ing in Iowa for 25 years and is likely to continue increasing. 

The elderly population is particularly susceptible to chronic diseases 

(heart disease,cancer, and stroke) and is, in general, a medical high risk 

population. It is evident that the number of elderly people in the popula

tion is likely to continue increasing and that the consequent demands for 

medical care will also increase. The 1975 per capita expenditure for personal 

health care for persons age 65 and over was $1,360, compared to $365 for 

those under 65. The medical care expendiutres for this age group have in

creased markedly, and will continue to increase, particularly as we increase 

our technical capacity to sustain life. At the present time, because of re

imbursement mechanism, this segment of the population is being treated in 

the most expensive manner (institutionalization). Less costly and in many 

instances more acceptable methods of treatment, prevention and detection are 

possible and should be encouraged. 

The association between the behaviors and habits individuals choose 

and their health has become finnly established. Though the scientific proof 

may not be complete, the "relationship can confidently be accepted as a 

guide to public policy." We know that individual behaviors such as smoking, 

alcohol abuse, obesity, and lack of exercise are related to the incidence 

of such chronic diseases as cirrhosis of the liver, cancer, heart disease, 

and cerebrovascular disease. The evidence suggests that the increased demand 

for medical care services resulting from chronic illness can, to some degree, 

be reduced through changes in individual life-style and increased efforts 

at prevention among younger population groups. 
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Health is not a comnodity that can be bestowed on an individual, nor 

can it be legislated or required. The primary responsibility for health 

rests with the individual. Meaningful social policies to promote health 

(and to reduce demands for health care) must be directed at increasing the 

individual's sense of responsibility. At the same time, the individual's 

ability to act on his own behalf must be supported and encouraged by 

meaningful public health policy and programs. As long as individual respon

sibility for health is not promoted and supported, there is reasonable doubt 

that spending additional sums of money for medical care will significantly 

improve health status. 

Research in the field of human biology has dominated our quest for 

improved health for decades and the results of this emphasis are appearing 

in the many (expensive) technological changes in medical care. As a Nation, 

we are spending huge sums of money on biomedical research, one effect of -

which has been to increase the complexity and cost of medical care services. 

A study by the National Planning Association estimates that the Fiscal Year 

1976 federal support for research breaks down as follows: 

Human Biology 
Life-Style 
Environment 
Health Services 
TOTAL 

$ In Millions 

$1,044 
105 
844 
786 

$2,779 

% Distribution 

38 
4 

30 
28 

lOO 

The lack of balance in the support of research in the area of life

style is striking. The strong emphasis on biomedical research may partially 

explain the current tendency to rely on medical science to lead us to im

proved health. This is not to disparage the obvious contributions of bio

medical research and medical care to our current health status, but only to 

point out the increasingly apparent imbalance in our research efforts aimed 



-188-

at improving health. 11 The shortcomings in our knowledge of human biology 

and medical practice are matched or exceeded by our ignorance of environmental 

and behavioral influences on health and factors relating to health services 

delivery. 11 

II. Health System 

1. Methods of Payment 

The health care marketplace differs significantly from other sectors 

of the economy. In the health care sector, the buyer (consumer) has 

little influence over what he buys or. the prices paid. Though the con

sumer may be consulted, the provider (physician) makes the significant 

purchasing decisions. To complicate the situation further, the consumer 

frequently does not directly pay the provider for his goods or services. 

Instead, a "third party, 11 either private health insurance or government, 

pays the provider on behalf of the consumer. 

In the area of hospital care, there are four participants: the phy

sician, the hospital, the consumer, and the third party, but the physi

cian makes the essential expense generating decisions for all of them. 

He decides the types and amounts of medical goods and services that will 

be purchased. 

Third parties have become the dominant financing method in the health 

sector to the extent that they pay for more than two-thirds of all per

sonal health care and more than 90% of all hospital care. The Council 

on Wage and Price Stability reports that 11 there has been considerable 

analysis of the impact of widespread insurance coverage upon demand and 

prices in the health sector; the consensus is that the prevalence of 

third-party payments is a significant factor affecting decision making 

by consumers and providers. 11 The widespread use of 11 first-dollar" 

coverage where all expenses for hospital care and surgical fees are 



covered up to a predetennined ceiling is a major factor affecting con

sumers' decisions. Under such coverage, there is literally no relation

ship between cost and the consumer's decision to seek care, nor the 

physician's decision to prescribe care. 

In this system, consumers are effectively insulated from the costs of 

the care they consume. Likewise, the provider is insulated from cost 

considerations since he comnands effectively unlimited resources (the 

third parties) on behalf of the consumer. It is little wonder then 

that many consumers and providers have become insensitive to the high 

costs related to their transactions. 

The prevailing method of paying for private health insurance coverage 

further compounds the consumer's insulation from financial responsibil

ity for personal health care. Nearly 80% of health insurance premiums 

are paid through employment related group plans. Moreover, the employer 

pays an average of 67% of the total premium under such plans and in 41% 

of the policies, the employer pays the total premium. 

Another major factor in escalating cost under the third-party system 

is the method of reimbursing providers. Frequently, these payments are 

made retrospectively, on the basis of actual costs incurred by the pro

vider . The effect of ·this type of payment system combined with first

dollar coverage i s that the provider has limited incentives to be cost 

conscious or to practice efficient management. 

Finally, the patterns of insurance coverage have been shown to strongly 

encourage the unnecessary utilization of the most expensive forms of 

service. Both private insurance and government programs have promoted 

the use of high cost inpatient services with first-dollar coverage, while 

lower-cost ambulatory services are either not covered or are subject to 

high deductibles or shared payments. This extensive coverage for com~lex 
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and expensive medical services has understandably promoted the availabil

ity of complex facilities and services, regardless of the potential for 

more economical alternatives. 

Certainly we can begin to provide better information to both providers 

and consumers on how they can alter their behavior to contain costs. We 

can also act to correct the imbalance in the patterns of coverage with 

a new emphasis on paying for less costly, yet safe, services and less em

phasis on high cost inpatient services . 

2. Overutilization of Services 

Increases in the quantity of medical care services have traditionally 

been assumed to increase the quality of care provided. Research is be

ginning to question this 11 more is better 11 thesis and indicate that some 

part of the increasing utilization of services is unnecessary. A com

prehensive study on the problem of excess hospital capacity found that 

11 studies of current hospital utilization show a substantial number of 

admissions and patient days represent unnecessary or cost-ineffective 

use. 11 The fact that health maintenance organizations experience hospital 

utilization rates 30% to 50% lower than traditional fee-for-service ar

rangements supports the contention that hospital utilization can be 

safely reduced. , 

The recent national concern over malpractice claims may indicate a 

new factor affecting utilization, so called defensive medicine, i.e. the 

prac~ice by physicians of ordering unnecessary tests or procedures to 

offset the potential for malpractice suits. Though there is little data 

documenting the extent of this phenomenon, there appears to be general 

acceptance that it is widespread. An effective quality of care and 

utilization review program should not only identify such unnecessary 

services, but should offer physicians protection from frivolous mal-

practice claims by establishing norms and standards for quality care. 
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3. Excess Supply of Acute Care Hospital Beds and Services 

There is considerable evidence of an excessive supply of hospital 

beds and services. The Institute of Medicine, in a major study of the 

problem in 1976, concluded: 

"The evidence clearly indicates that a significant surplus of 

short-tenn general hospital beds exist or are developing in 

many areas of the United States and that these are contribut

ing significantly to rising hospital costs ... 11 

The Institute's conclusion is corroborated in another comprehensive 

study which observed that the current national ratio of 4.4 beds per 

thousand population could be safely reduced by at least 10%. 

There is further evidence that even where bed increases are limited, 

the assets and labor expended per bed (service intensity) continue to 

increase. This phenomenon is the result of availability of new technol- -

ogy and the tendency of hospitals to compete on the basis of size, tech

nological advances, and "prestige." Again, the third-party financing 

system provides little check on such added costs. 

While the technical potential to constrain or reduce the supply of 

hospital facilities, beds, and services is far from fully developed, it 

is adequate to begin. However, there appears to be little popular sup

port for the concept. Recent public opinion over the proposed national 

health planning guidelines is evidence o~ public resistance to any pro

posal which appears to suggest elimination of rural hospitals. There 

seems to be no argument to the fact that there are too many acute care 

beds i n the state and that these empty beds are increasing the cost of 

hospital care, however there is resistance to decertification or closure 

of hospitals. The public of the State would be served by a cooperative 

effort between the hospitals of the State and the health planners to 
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develop a plan for alternative uses for hospital facilities which would 

increase availability and accessibility of public health services to the 

citizens of the state and would also serve to restrain the increases in 

hospital costs through elimination of excess beds. 
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GOAL 1: COST CONTAINMENT OF HEALTH CARE COSTS IN IOWA. 

Objective 1: By 1982, alternative health care delivery systems available -

in Iowa. 

LRRA: Exploration of alternate delivery care in the areas of 

cost containment and quality assurance in Iowa by 1980. 

By 1983 home health services available to all citizens 

in need of such services in the state. 

SRRA: By 1978, a State Medical Facilities Plan to be used by 

the 1122 and Certificate of Need Review Programs to 

determine need for institutional health services. 

Objective 2: By July, 1980, a reco11111endation to the Governor and the 

legislature on whether or not rate regulation is warranted 

and would prove effective in restraining unnecessary 

increases in health care costs. 

SRRA: By January, 1980, complete studies and analysis relating to 

hospital an:ihealth care facility costs and to the financial 

status of hospitals and health care facilities to determine 

if rate regulation would restrain unnecessary increases in 

health care costs. 
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THE ENVIRONMENT: ITS MANAGEMENT AND IMPACT ON HEALTH 

Envirorvnental quality management are those efforts taken 11 to protect the 

comnunity from envirorvnental hazards causing or contributing to disease, illness, 

injury, or death. Envirorvnental hazards include air, water, and no1se pollut1cn, 

as well as hazards related specifically to unsafe res1dent1al and conmun1ty en

virons. Prominent environnental health concerns include water, solid waste, air, 

and noise control, housing vector control, recreational area hazards, and highway 

safety. 

The Environment was chosen as a priority area for the following reasons: 

1) Environmental factors contribute to the many health problems. Acute 

and chronic circulatory, respiratory, digestive (ulcers), and musculo

skeletal conditions, cancer, visual and hearing impa1nnents, mental and 

nervous conditions, radiation, lead, and other chemical poisoning can 

all be induced or promoted by one's environment. Acute respiratory 

conditions and skin disorders are also often precipitated by exposure 

to air or water born irritants. 

2) Addressing the env1ronnent as a factor contributing to ill health is 

to address prevention, one of seven national priorities identified in 

the country's Forward Plan For Health 1979-81. Public Law 93-641, 

this agencies national enabling legislation additionally prioritizes 

the environmental factors in the eighth of ten national healtn planning 

and resources developing priorities. 

8) The promotion of activities for the prevention of disease, including 

studies of nutritional and environmental factors effecting health and 

the provision of preventive health care services. 



In discussing the environment with state agencies and institutions several 

areas of foremost concern emerged: 

1) water safety-private water supplies 

2) waste disposal - radioactive waste disposal in particular 

3) noise control 

4) housing 

5) air quality - leaf burning 

6) highway safety 

7) radiation safety 

Our analysis of the state of the environment as relates to health will include 
the areas: air, private water supplies, noise and medical radiation safety. Solid 
waste disposal, highway safety, radioactive waste disposal, housing and noise control 
are service and status areas we would hope to address next year. 

In writing about each of the seven items listed above separately, or not at all, 
something of their interrelatedness is lost. Water supplies, liquid and solid waste 
disposal, noise, and air quality all relate to housing. Yet housing is not being 
discussed this year. As the plan grows more sophisticatee4we would hope to portray 
more accurately the relationship between the environmental issues which are 
identified concerns. 

*Air ouaJjty 

Status 

Definitions 

Suspended particulates (TSP) are any solid or liquid of relatively 

small particle size (usually .001 to .1 millimeters) that tends to 

stay suspended and dispersed in the atmosphere for a significant 

length of time, from seconds to months. Sources include combustion, 

industrial and agricultural activities, and gravel/dirt roads. 

Particulates will cause or promote acute and chronic respiratory 

conditions. 

_Sulfur Oxides(so2) are nonflanmable colorless gases detectable by taste or 

odor. Sources are combustion of fossil-fuels and s·ulfuric acid manufacturing 

plants. Sulfur Oxides are known to cause pennanent and temporary injury -

to the · respiratory system. 

*Source: · Deoartment of Environmental Quality, 1976. Air Quality Report. 
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Carbon Monoxide (c , ) is a colorless, odorless, tasteless, f1arrmable gas. Most 
Co is present due ~o intemal combustion engines. CO exposure in closed areas, 
where it is emitted from natural gas heaters, furnaces, water heaters, and 
clothes dryers, is much more hazardous than exposure to co in the open air. 
Co can be fatal, but seldom. It can also cause brain, central nervous system 
and cardiovascular system damage. 

Photochemical Oxidants are easily destroyed. Ozone (03) is one. These 

oxidants are prdouced by hydrocarbons, nitrogen oxide and sunlight combin

ing. Ozone is not a pollutant but as is produced by other pollutants in

dicates their presence. Photochemical oxidants alter and impair nonnal 

respiratory processes. 

Nitrogen Oxides include nitric oxide and nitrogen oxide. It comes from 

fossil fuel burning and combustion. Nitrogen oxides impair and later normal 

respiration. 

Hydrocarbons are the result of incomplete fuel combusion, chemical solvent 

loss and petrolet.111 production. Respiratory problems are associates with 

prolonged exposure. 

Sulfates are increasingly concentrated in the atmosphere due to fuel com- l 

bustion and catalytic converters. Respiratory conditions are associated 

with sulfates. 

Present Status 

INDICATORS (Standards) see attachment A 

Suspended Particulates 

An abrupt turn around in suspended particulate trends occurred 

during 1976. Thirty-five, or over· three-fourths, of the forty

six* stations monitoring particulates recorded higher levels when 

compared with the previous year. 

The upward trend in suspended particulate levels is believed to 

primarily be the result of an usually .dry period from July to 

December. 

*DEQ maintains 46 air monitoring stations. 
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ATTACHMENT A 

NATIONAL PRIMARY AND SECONDARY 
AMBIENT AIR QUALITY STANDARDS* 

( INDICATORS) 
Suspended Particulate■ 

Primary 
a) 75 µg/m3 

Secondary 
3 a) 60 µg/m Annual geometric mean. 

b) 260 µg/m3 b) 150 l,lg/m3 Maximum 24-hour concentration not to be 
exceeded more than once per year. 

Primary 
a) 80 µg/m3 

(0.03 ppm) 
b) 36S l,lg/m3 

(0.14 ppm) 

Secondary 

1300 µg/m3 
(0.5 ppm) 

Primary and Secondary 
a) 10 mg/m3 (9 ppm) 

b) 40 mg/m3 (35 ppm) 

Sulfur Dioxide 

Annual arithmetic mean. 

Maximum 24-hour concentration not to be 
exceeded more than once per year. 

Maximum 3-hour concentration not to be 
exceeded more than once per year. 

Carbon Monoxide 

Maximum 8-hour concentration not to be -
exceeded more than once per year. 

Maximum 1-hour concentration not to be 
exceeded more than once per year. 

Photochemical Oxidants 

Primary and Secondary 
160 µg/m3 (0.08 ppm) 

Primary and Secondary 
160 µg/m3 (0.24 ppm) 

Primary and Secondary 
a) 100 µg/m3 (0.05 ppm) 

Maximum l-hour concentration not to be 
exceeded more than once per year. 

Hydrocarbons 

Maximum 3-hour concentration (6 to 9 a.m.) 
not to be exceeded more than once per year. 

Nitrogen Dioxide 

Annual arithmetic mean. 

*Publlshed in the Federal Register, Vol. 36, No. 84, Part II -
Friday·, April 30, 1971; Revised in the Federal Register, Vol. 38, 
No. 178, Part I - Friday, September 14 , 1973. 
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Sulfur Dioxide 

No monitoring sites in Iowa violated e.ither of the hour or annual 

standard for sulfur dioxide in 1976; however, two sites each had 

a single value in excess of a third standard of the twenty-four

hour standard. No noticeable trends in statewide sulfur dioxide 

levels can be detennined from the 1976 data. 

Carbon Monoxide 

Four of the five carbon monoxide monitors operating in the state 

recorded violations of the eight-hour carbon monoxide standard. 

There were, however, no violations of the one-hour standard. 

Photochemical Oxidants 

Ozone violations increased dramatically for all monitoring sites 

in Iowa during 1976. As seen by the increase in violations, there 

is definitely a trend toward higher ozone levels and more numerous 

standard violations throughout Iowa. 

Nitrogen Dioxide 

There were no violations of the annual standard for nitrogen dioxide 

in 1975. 

Hydrocarbons 

Only one city in Iowa monitored hydrocarbons in 1976. The three-hour 

hydrocarbon guideline was exceeded one hundred and· twenty times at 

the Cedar Rapids monitoring site. Additional hydrocarbon monitoring 

will begin during 1977 in Des Moines. 

During the fall leaf burning is a major source of in 

residential neighborhoods in metropolitan areas. A special DEQ 

study during the leaf burning season showed the following results: 

1) Health and welfare standa.rds for particulates and carbon mon

oxide were exceeded several times in vajious locations through

out Des Moines between October 15 and November 15, 1975. We 

are allowed to exceed these levels only once oer year. 
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2) A significant general increase in pollutant levels was observed to 

coincide with the onset of legal leaf burning and remained for the -

duration of the study. 

3) Approximately 10 percent of all the man-made dirt suspended in the 

atmosphere in Des Moines in the course of the year comes from 

burning leaves during the short autumn burning period. 

4) In a normal residential area 42 percent of the total particles in 

the air are small enough to be inhaled into the lungs. On a leaf

burning day total suspended particulates in the air can increase 

4 to 8 times with the percentage of particles that are respirable 

increasing from 42 to 58 percent. This means that up to 10 times 

more of the small breathable particles may be in the air on a leaf

burning day. 

DEQ has concluded that regardless of .the degree of contol on industry, 

cities the size of Des Moines cannot meet the health-related standards 

while allowing leaf burning at present levels. Des Moines is currently 

the only major metropolitan area in the state not to ban residential 

waste burning 365 days a year. 
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- In August, 1976, the Environmental Protection Agency (EPA) published a sug-

gested guideline for reporting an air quality index on a daily basis. This guide

line was prompted by a study by the National Weather Service showing that of all 

the air quality indices in use, no two were alike. The EPA therefore developed 

the Pollutant Standards Index (PSI) in an attempt to provide the public with a 

uniform guide to air quality. 

The PSI incorporates five pollutants -- total suspended particulates, 

sulfur dioxide, carbon monoxide, photochemical oxidants, and nitrogen dioxide 

and a sixth variable which is the product of total suspended particulate and sul

fur dioxide. The monitoring values for these pollutants are converted to a scale 

from0 to 500. The National Ambient Air Quality Standard for each pollutant cor

responds to PSI•l00, and the Significant Hann Level corresponds to PSimS00 . 

• able 5 lists the pollutant levels and corresponding PSI values. 

The PSI also ties the levels of each pollutant to its effects on health 

and health precautions that should consequently be taken. 

In future years DEQ's air quality reports will be based on this Pollutant 

Standards Index. 

Services 

Indicators 

Budgets/service/area of expenditure 

Services by setting 

Costs 

DEQ spent $711,322 in 1976-77 monitoring and gaining compliance with 

air quality standards. That same year two local programs in the state, 

in Polk and Linn Counties, spent $120,929 and $16,964 respectively. 

Additionally in 1977, various industries in Iowa were certified by 

the Department of Environmental Quality to amortize for tax purposes 

$13.8 expended for air pollution control devices. 
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Availability and Accessibility 

In 1976 the Iowa Air Monitoring Network consisted of 125 monitors 

at 71 sites in 37 cities. The network functioning under Department 

of Environmental Quality auspices has been reviewed and meets the 

Environmental Protection Agencies sampling location guidelines. 

Also involved in the network are the State Hygienic Laboratory, the 

Des Moines Polk County Health Department, the Linn County Health 

Department, the Quad Cities Area Regional Air Pollution Control Board 

and the Environmental Protection Agency's National Air Surveillance 

Network (EPA). These agencies monitor, acquire and report data. 

DEQ currently encourages major air polluters to reduce their pollution 

through working with them and local health officials directly. DEQ 

can take to court major air polluters when necessary. 

Introduction 

The Department of Environmental Quality in April of 1978 received a 

two-year Federal grant to explore the extent of noise pollution and 

the need for noise control in the state. The Department will be 

gathering data on noise pollution within the state in the near future. 

If data indicate that noise is a significant problem in the state, 

funding will be sought at the end of the two-year contract to continue 

noise control efforts. 
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STATUS 

Indicators 

decibels (dBs) in indoors settings by day by night 
decibels (dBs) in outdoor setting by day by night 

Status 

The level of noise in urban and rural locations in Iowa is not specifi

cally known. Noise levels adversely affecting the public health and 

welfare shall be defined as those producing a significant hearing loss 

(noise-induced permanent threshold shifts greater than 5 dBA) and 

those levels that adversely affect personal comfort and well-being 

through mental anguish and annoyance. Additionally, it is important to 

understand that noise exposure has an additive effect in that prolonged 

exposure to low or moderate sound levels is as detrimental as short 

exposures to high sound levels. Furthermore, night exposures tend to 

have a more significant effect than do day exposures because of per

ceiver sensitivity and greater impact through lower existing night 

time noise values. Hence, exposure levels are often weighed more 

heavily for nighttime events. These day-night levels are expressed 

as ldn, the 24-hour A-weighted equivalent sound level, with a 10-decibel 

penalty applied to nighttime levels. "A- weighted" refers to the fre

quency of sound or the "high pitch-low pitch" component of sound. 

The "A" scale is used because it most closely represents the range of 

sound to which the human ear is sensitive. (16,17) . 

As a standard)noise level should not exceed 70d8s in a 11 areas. 

Outdoor activities and annoyances should not exceed 55d8s. 

Indoor activity, interference and annoyance should not exceed 45 dBs. 
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TABLE 

ESTIMATED CUMULATIVE NUMBER OF PEOPLE IN MILLIONS IN 
THE UNITED STATES RESIDING IN URBAN AREAS WHICH ARE EXPOSED 

TO VARIOUS LEVELS OF OUTDOOR DAY/NIGHT AVERAGE SOUND 

Outdoor Urban Freeway 
L Traffic Traffic 

. . . 
65 24.3 2.5 7.5 
70 6.9 1. 9 3.4 
75 1.3 0.9 1.5 
80 0. 1 0.3 0.2 

TABLE 
ESTIMATED PERCENTAGE OF URBAN POPULATION (134 MILLION) 

RESIDING IN AREAS WITH VARIOUS DAY/NIGHT NOISE LEVELS TOGETHER 
WITH CUSTOMARY QUALITATIVE DESCRIPTION OF THE AREA 

Typica 1 Avg. Estimated 
Range Ldn in % of 

' • 

Total 

. 
34.3 
12.2 
3.7 
0.6 

Avg. Census 
Tract Pop. 

LdaBin dB Urban Dens 1ty, No. 
Descriotion Pao. Per Sq. Mi. 

Quiet Suburban Residential 48-52 so 12 630 

Normal Suburban Residential 53-57 55 21 2,000 

Urban Residential 58-62 60 28 6,300 

Noisy Urban Residential 63-67 65 19 20,000 

Very Noisy Urban Residential 68-72 70 7 63,000 

SOURCE: Adapted from EPA Department of Noise Abatement and Con
trol, 1974, Information on Levels of Noise Requisite to 
Public Health and Welfare with an Adguate Margin of 
Safety. 

-
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SERVICES 

- INDICATORS 

number of services by location 

cost of services by service 

Desired System 

DEQ has a list of thirteen cities which have documented noise problems 

and there are probably others. Each of these conmunities should be 

surveyed and a sunmary of community noise problems jeveloped. 

This should be done by meeting with those conmunity leaders who are 

dealing with the problem and reviewing the situation they are concerned 

about. The exact details of the problem and the physical surroundings 

where it occurs should be listed as well as any solution which was 

implemented. When all the communities have been surveyed, the problems 

should be sorted into categories by their similarity. 

In addition EPA has developed an attitudinal survey which is intended 

to determine the actual concern of the average citizen to noise in his 

or her environment. This survey is also intended to determine the 

level of control the average citizen wants ap~lied to the noise problem. 

This survey has been tested by EPA in Allentown, Pennsylvania, a com

munity about the size of Cedar Rapids. EPA has worked out the selec

tion process and the interview process as well as the electronic data 

processing and statistical evaluation of the results. EPA has offered 

DEQ materials, training by the developer and the use of these computers 

in data evaluation. 

This project should be initiated in selected cities in Iowa and operated 

by an agency outside of DEQ which will furnish this agency with the 

results. 
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A state noise plan will be developed from the data gathered and sum-

marized earlier. This plan's form and content will depend on (1) -

whether or not the citizens of Iowa have a concern for noise problems, 

and (2) the magnitude of the problem. 

Based upon the requirements in the Statewide Noise Plan, legislation 

may be written and submitted to the legislature. Should DEQ be identi

fied as the appropriate agency to permanently operate the noise program, 

a noise program will be added to this agency's appropriations request. 

If another agency is selected as the best agency to operate a noise 

program, then they would be encouraged to seek support for a program 

operated by them. If it is determined that noise problems are best 

handled locally without statewide support, then enabling legislation 

would be developed to support local programs. 

The cost of this program's 2-year study is ______ _ 

A sumnarizing current levels in the nation for areas of given popula

tion density, these levels can be assumed to be comparable to places 

in Iowa of similar population density. 

Present System 

Availability 

On September 14, 1974, the Iowa Department of Environmental Quality 

was assigned by Governor Robert D. Ray as the lead agency for noise 

pollution control for the State of Iowa. The Agency was to develop 

a noise program which would assist conmunities with noise problems. 

There are currently at least thirteen Iowa comnunities which have 

been dealing with noise problems. Some of which have passed noise 

ordinances and taken other actions. However, DEQ has never been 

able to develop this program because it has not had staff to devote 

to noise even though many Iowa communtiies have requested assistance. 
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Some work has been done in noise control but not by DEQ. The 

Senate majority Research staff developed a position paper "Silencing 

the Roar - Should Iowa Enact Noise Control..J:.egislat1on" by Dan Dykstra 

in which some of the issues were addressed. 

No state level programs exist but DEQ has received,as mentioned pre

viously, a 2-year grant to study the need for a state level program 

and/or legislation. 

Accessibility 

Cost 

The 13 corrmunities in the state with noise control programs are in the 

larger metropolitan areas. This is appropriate considering noise levels 

tend to rise where populations are more dense. 

No estimates are available either of the cost in terms of damages or 

in tenns of program budget dollars in the 13 communities currently 

operating noise control programs. We hope to have an estimate of costs 

in next year's plan. 
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Public Water Supply Status 

Although no indepth analysis of the public water supply in Iowa 

will be undertaken this year, one concern must be rrentioned. That 

is, that although generally public watersupplies (those serving 

more then 25 people) are safe, there are many public water supplies 

which have never been or are not regularly monitored, most noticeably 

municipal systems serving 4,000 or fewe~ 

A revision in the National Safe Water Drinking Act in 1976, which 

resulted in the New Interim Primary Drinking Water Regulations, 

places more stringent requirements on the amount of pollutants 

allowable in public water supplies. This law additionally requires 

that all residents receive notice when pollutant levels are 

exceeding acceptable standards, and is supposed to bring about 

stricter regulation of community water supplies. 

Private Water Supplies Status 

According to the 1970 census there were 240,365 private (serving 

fewer than 25 persons) wells in the state at the time, which served 

approximatE:ly one-third of Iowa's population. Since 1970 the number 

of private wells probably has increased by at least 10 percent. 

Private well owners may request an analysi :; of their ,iater, although 

the potabi_l i ty of water from a private water we 11 supply should never 

be estimated on the basis of a single water sample as this can only 

give an estimate of the problem. In 1975, 10,343 water samples from 

private wells were submitted to the state hygienie laboratory for 

examination; this constituted 25 percent of the total tests performed

(see diagram on the next page). 



. 
I There are estimated to be about 4,000 comnunity water supplies in 

the state. Seven hundred are.municipal and 3,000 are in such places 

as schools, gas stations and mobile home parks. These corrmunity 

water supplies serve about two-thirds of the state population. 

WATER SAMPLES SUBMITTED TO THE STATE HYGIENIC LABORATORY, FY 1975* 

Source of Water Samples 
Analyzed for Coliform Bacteria 

41,373 Samples 
28,134 - Conmunity 
10,343 - Private 

Distribution of Water Samples 
containing unacceptable levels 
of coliform bacteria 

5,793 of 41,373 Total Samples 
1,332 - Corrmunity 
4,345 - Private 

This chart indicates that while only five percent of the municipal 

wells tested had inacceptable levels of colifonn bacteria, 42 percent 

of public wells fell into this category. This does not lessen the 

problem in comnunity water supplies when one considers that they 

are likely to serve many more people than the private wells. 

And these test results do not necessarily paint the whole picture 

as many wells can be contaminated with bacteria during periods of 

high runoff, but if the samples are taken in the sunmer, bacterial 

contamination would not be indicated by a lab test at that time . 

Another area of concern for the private well user, especially in 

areas of heavy irrigation, is the possibility of ground water 

* Iowa, Annual Report, State Hygienic Laboratory (Fiscal Year, 1975). 
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contamination from nitrates. Nitrates are considered to be an 

especially great health hazard to infants. Digestion of high 

nitrate water by infants can cause or contribute to methemoglobinernia 

or cyanosis (blue baby syndrome).* 

Private Water Supply Services 

Indicators 

Budgets/Services offered 

Services rendered by population needing service by county. 

Desi red Sys tern 

Well diggers should be trained and certified to assure the 

quality of well construction and noncontamination of water. 

H.F. 357 relating to this certification should be passed by the 

State Senate. It has been passed by the House already. Private 

well users should be made aware of the possible dangers of 

contamination and where to send to have their water tested. Locale 

health departments should warn families in areas where other wells' 

water have been found to be contaminated. 

Present System 

Cost 

In 1976-77 the Health Engineering Section of the State Health 

Department spent $240,000 carrying out its sanitation duties, 

which include responsibilities for private water supplies. Most 

of these monies were state appropriations. County health 

departments spend between $750,000 and $1,000,000 each year on 

environmental matters. Nine local health departments have large 

staffs (4-5 sanitarians). These large agencies have annual budgets 

of around $80,000. Forty other county health departments have 

** K.S. Koch and P.J. Horick, "Irrigation in Iowa", Iowa Geological Survey 
Technical Information Series, N. 5, August, 1976. 
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1-2 sanitarians. These latter local health departments' budgets 

are probably around $18,000. 

Availability and Accessibility 

The Health Engineering Section of the State Health Department 

is responsible for private water and waste water treatment, that 

is water supplies and waste water facilities serving less than 

25 persons, along with several other environmental health code 

responsibilities. 

This section employs nine sanitarians, who perform on a regional 

basis the section's environmental health responsibilities, 

provide consultation to sanitarians in local health departments 

as well as engineering plan review for roobile home parks and public 

swirm1ing pools. 



Radiation Safety 

Hea 1th Status 

Indicators 

-211-

Source of radiation by amount by frequency. 

The citizens of Iowa are exposed to ionizing radiation from a 

number of sources, both natural and man-made. The two natural 

sources of such exposures are natural radioactivity, most of 

. . 

which arises from elements fanned at the time the Universe was 

created, and cosmic rays, which are primarily high energy particles 

coming from outer space. Natural radioactivity presents a 

' . 

somewhat more controllable hazard than cosmic rays, in that some of the 

dose we receive from the former is due to radioactivity in our 

drinking water, which can be reduced by chemical treatment of the 

water.* 

* U.S.E.P.A. Technical Note ORP/TAD-76-1, "Detennination of Radium Removal 
Efficiencies in Iowa Water Supply Treatment Processes" by R. J. Schliekelmann, 
done under contract to the EPA by the Iowa Department of Environmental Quality 
and the State Hygienic Laboratory. 

I 
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The so-called background dose in Iowa, due to natural radioactivity 

and cosmic rays, varies somewhat from person to person, depending on the 

radium concentration in one's drinking water and the building materials 

used in the individual's residence among other things, but is in the range 

of 140-250 millirems per person per year for bones and 70-150 millirem 

per person per year for gonads. 

The man-made sources of ionizing radiation exposure in humans are 

numerous, but the primary source is X-ray generating equipment used for 

medical purposes. Estimates of the extent of such exposure vary widely, 

but are in the range of 50-200 millirem per person per year. Other sources 

include industrial and research-oriented X-ray equipment, radiation from 

radioactive- fission products used in medicine, industry, and research, 

radiation from high energy particle accelerators, radiation from naturally 

occurring radium which has been highly concentrated for various 

purposes, and radiation fran the fission products released routinely in the 

operation of nuclear reactors. Of the non-medical sources of radiation 

exposure, probably only the reactor emissions are of major concern (that is 

to say, only these two affect a majority of the inhabitants in the State) and 

the per capita dose due to these emissions is il least a million times smaller 

than that due to the medical uses of X-rays. Obviously, there are excellent 

reasons for allowing oneself to be exposed to X-rays for diagnostic or 
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therapeutic purposes. However, there is good reason to believe that a 

significant fraction of the medically-generated X-ray dose could be eliminated*, 

through the use of high speed films, shadow shields for the patients and 

collimators for the equipments and X-rays taken only by qualified personnel, 

and thus is of prime concern. 

Although full information is not available as to the extent of the 

problem, cases of unnecessary exposure have occurred due to poor equipment or 

techniques. 

Since large amounts (80-90%) of the total or gross exposure to the 

population is from medical uses (estimated 6,000 radiation sources in Iowa) of 

radiation and any overexposure should be definitely avoided when possible. 

If one includes non-ionizing radiation, such as microwaves and ultraviolet 

rays, within the purview of "radiation safety 11 then a number of additional sources 

of human radiation exposure exist, including microwave ovens, mercury lamps, and 

solar radiation. The solar radiation is in the ultraviolet, infrared, and 

(primarily} visible regions of the electromagnetic radiation spectrum and can be 

considered part of our radiation background, though shielding is readily available 

with the nearest parasol or pith helmet. 

The hazards associated with exoo~ure to unnecessary levels of ionizing 

radiation are generally not those associated with the acute effects leading to 

what is co111110nly known as 11 radiation sickness 11
, but rather are associated with 

chronic effects which lead to, among other things, tumor formation - harmful to 

the person exposed - and genetic damage - potentially harmful to descendants for 

many generations to come. 

e, 
* For example, see 11 Reducing Medical Exposure to Ionizing Radiation 11 karl z Morgan 

American I~dus~rial' H iene Association Journal, May, 1975 or 11 The 'Need fo~ Qual it; 
. surance ,~ D1agn?stic ~adiog~aphy' by Ra ph . Bunge, et al., Proceedings of the 

Health Physics Society Ninth Midyear Topical Synposium, Denver, Feb., 1976. 

I 



The risk to the society as a whole, associated with radiation exposure 

is proportional to the number of individuals exposed times the severity of the · 

- hannful effects associated with that exposure tines the probability that the 

e 

exposure will cause the hannful effects, or r 

This assessment of risk would be modified by any benefit to be gained by the 

exposure (lower risk), the voluntary nature of the exposure (lower risk), or 

the extension of the risk to future, and presumably unwilling generations 

(higher risk). 

An assessrTEnt of the relative risks associated with various types of 

avoidable or reducible radiation exposure with the State of Iowa should lead, then, 

to a list of priorities. For many of the possible exposures discussed, little or 

no data are available on which to estimate the risk and thus the considered 

opinion of professionals in the field has been relied upon in making this 

assessment. 

Because the main source of ionizing radiation exposure in the State is 

from medical equipment radiation safety as it relates to medical exposure will 

be discussed. 
*RADIATION SAFETY 

Services 

Indicators 

Budgets by agency by service 

Services by location by exposure source 

Desired System 

As stated above, little or no quantitative data currently exists to 

allow for a proper assessment of the exposure of Iowa citizens to sources 

of radiation. However, some information on national estimates are 

available. These data indicate that nationally there are wide discrepancies 

in the exposure of X-rays for diagnostic purposes. It is interesting to 

note that Iowa is one of a few states in the country that has no legislation 

on X-ray equipment. 
*The source of this narrative is the Radiation Safety Plan for the State of Iowa, 1977, 
prepared by the Interagency Coordinating Council for Radiation Safety. 
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H.F. 82, currently in the State legislature hopper, will require the , 

State Health Department in cooperation with other govemment and private agencies 

to develop a statewide program for registering all uses of radiation generating 

medical equipment. H.F. 82 will result in the 1dent1ficm of significant problems, 

the development of operation and training criteria, and the providing of assistance 

to facilities in taking corrective measures. Except for one-time start-up-costs 

($45-$50,000),fees collected would provide for program costs. 
High energy particle accelerators are not only used in physical and 

chemical research activities, but also in various industrial processes. Such 

accelerators not only produce high energy particles, but may also indirectly 

produce ionizing ele-tromagnetic radiation. High energy electrons are used for 

suture sterilization and for curing of plastics, among other things. How many 

particle accelerators are in Iowa is unknown and thus the extent of this potential 

radiation hazard is also unknown. A registration program for particle 

accelerators could be of some value in assessing the potential health hazard of 

such devices. 

Present System 

Costs 

The existing program is limited to the State Health Department's 

contractual agreement with the State Hygienic Laboratory for 

inspecting 50+ medicare facilities and the Laboratory also provides 

consultation to private facilities in the form of facility reviews 

and other surveys. 

Annual funds directly allocated: 

State Health Department Contract - $18,000 

State Hygienic Laboratory - $26,000 

I 
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Availability and Accessibility 

The recently fanned Interagency Coordinating Council for Radiation 

esafety (ICCRS) composed of representative at the State level from the Health 

Department, Department of Environmental Quality, Public Safety Department, 

Department of Transportation, Office of Disaster Services and the Bureau of Labor 

was created to coordinate state level activities regarding radiation safety. The 

Council publishes annually a State Radiation Safety Plan. The 1977 Radiation 

Safety Plan is the source for most of the narrative and goals found herein. 

The Council attempts to coordinat various agency responsibilities 

regarding radiation safety in the State and gain support for needed radiation 

safety legislation in the State. 

The public health aspects of ionizing radiation related to X-ray generating 

equipment and radionuclides used in medicine and industry were dealt with earlier 

in this narrative. The federal "Radiation Control for Heal th and Safety Act of 

- 196811 is of note here in that it sets perfonnance standards for equipment or 

devices (but not for radioactive sources) which, intentionally or otherwise, emit 

ionizing radiation. These standards are to be met over the life of the 

equipment, and notification of defects, recall, and replacement procedures are all 

spelled out in detail. The only weakness in the Act is that older equipment is 

excluded from meeting the standards. As the years go by and older equipment is 

phased out, this Act should be highly useful in reducing, if not eliminating, 

equipment malfunctioning as a source of excessive radiation exposure. This will 

not, of course, prevent operator misuse or inadequate safety precautions, for 

example, from causing unnecessary exposure to patients or employees, and thus the 

X-ray control legislation is needed. 

Presently (2-5-78) the House of the Iowa State Legislature has passed a bill, 

- House File 82 which proposes to inspect old equipment and prevent operator misuse 

of all equipment. ICCRS is in support of this legislation which should be self

supporting except for $20,000 in start-up monies. 



COMMUNITY HEALTH PROMOTION AND PROTECTION GOALS 

WATER SAFETY 

GOAL 1: BACTERIALLY AND CHEMICALLY SAFE SURFACE AND GROUND WATERS 

AVAILABLE TO 98 PERCENT OF ALL RESIDENTIAL SITES BY 1982. 

Quality 

Objective 1: By 1982, 95 percent of the estimated 240,365 

households which have private wells: 

o Informed of the dangers and signs of chemically and 

bacterially unsafe water, and 

o Aware of the appropriate sources to analyze and solve 

complaints and conditions relative to water quality 

and safety 

There is evidence that the main concern of well users has been only 

the continuing availability of water, and not adequate safeguards 

• I 

against the hazards of polluted water. An extensive educational -

campaign is needed to improve the individual homeowner's understanding 

of the various risks from contaminated water . Also, there are many 

misconceptions about the best sources of accurate guidance in the 

case of faulty wells, and these misconceptions should be cleared up 

through increased distribution of infonnation. This objective would 

encourage increased testing of wells through education, and thus 

direct users to protect themselves against hazards which may have 

been in existence for some time. 

LRRA: By 1982 a media program of public service announcements for 

statewide and local use directed at well and septic tank users 

will be developed. The program will focus on the hazards of, 

and solutions to bacterial and chemical contamination (specificale 

coliform bacteria) of private water supplies. The time of two 

media specialists would be required. 
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Objective 2: Development of an individual/nonpublic water supply 

and waste water treatment consultation and control 

program by June 30, 1978. 

The majority of incidences of bacterial and chemical (nitrates, 

pesticides, petroleum, etc.) contamination is due to poor construction 

or maintenance. Therefore, once a well, pumping equipment, storage and 

distribution system is free of deficiencies, contamination is very 

unlikely. 

LRRA: By 1982 the following actions will be accomplished or 

encouraged by the State Health Department: 

A. Establish a statewide criteria for construction, rehabilitation 

and abandonment of (nonpublic) wells and pumping equipment. 

B. Establish a statewide consultation, training and 

certification program for water well drillers and pump 

installers. 

C. Further develop a training and consultative service which 

is available to local boards of health to assist them: 

1. To develop technical expertise. 

2. To establish, in cooperation with their contractors, 

a quality assurance program for proper construction, 

rehabilitation and abandonment of wells and pumping systems. 

3. To provide direct consultation services to the public 

to educate and assist the consumer in water system 

maintenance, evaluation and correction of any drinking 

water problems. 



AIR QUALITY 

GOAL 2: AIR POLLUTION LEVELS DUE TO LEAF BURNING WILL BE REDUCED IN 

METROPOLITAN AREAS BY 1980 IN ORDER TO DECREASE HEALTH RISKS 

FOR ELDERLY ANO CHRONICALLY ILL. 

LRRA: The Department of Environmental Quality will keep major 

metropolitan elected officials informed of the levels of air 

pollution and health hazards in their conmunities during leaf 

burning season. 

RADIATION SAFETY 

GOAL 3: THE ELIMINATION OF UNNECESSARY ADVERSE HEALTH EFFECTS BY 

CONTROLLING UNNECESSARY EXPOSURE OF THE POPULATION TO RADIATION 

SOURCES. 

The underlying concept behind this goal is that any radiation exposure 

results in some adverse health effects. While some public exposure 

to radiation is inevitable, no avoidable risk due to radiation exposure 

should occur to individuals, the population or environment without the 

existence of adequate offsetting benefits. 

Objective 1: By 1980 a program in operation which allows for 

monitoring of the radiation exposure of radioactive 

medical equipment to operators and clients. 
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LRRA: By 1980 the Interagency Coordinating Council on Radiation 

Safety will continue to promote and secure enactment into 

law of H.F. 82 which was passed by the House of the State 

Legislature last session. 

The program as proposed in H.F. 82 will be self-supporting 

per fees except for $15,000 annually needed in state 

appropriations. 

GOAL 4: NOISE IN URBAN AND RURAL AREAS LESSENED OR MAINTAINED AT DECIBELS 

ACCEPTABLE TO THE ENVIRONMENTAL PROTECTION AGENCY AND DEPARTMENT 

OF ENVIRONMENTAL QUALITY. IN ORDER TO DETER ANNOYANCE, MENTAL 

ANGUISH, AND AFFECT POSITIVELY PERSONAL COMFORT AND WELL-BEING. 

Objective l: By 1980 development of a State Plan of Action regarding 

C- noise pollution based upon the study to be undertaken 

in the next two years by DEQ. 

LRRA: An advisory comn1ttee developed to see the federal two-year 

grant along with representatives from all three health service 

areas in the state, and the State Health Department. 
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